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New—Leopold's 
Physical Diagnosis 


This is certainly one of the most useful new books 
on the physical diagnosis of the entire body to be 
published in recent years. Dr. Leopold has suc- 
ceeded well in presenting the basic methods of 
diagnosis (inspection, palpation, percussion and 
auscultation) and combining them with the latest 
principles of acoustic and x-ray interpretation. 
There are many superb photographs borrowed from 
Norris and Landis “Diseases of the Chest and the 
Principles of Physical Diagnosis.” 

By Stmon S. Leorotp, M.D., Associate Professor of Clinical Medicine 
and Director of the Teaching of Physical Diagnosis, School of Medi- 
cine and Graduate School of Medicine, University of Pennsylvania, 


Chief of the Thoracic Clinic, Hospital of the University of Penn- 
sylvania. 430 pages, 6” x 9”, 390 illustrations, 19 in color. $7.50. New. 


W. B. SAUNDERS COMPANY e 


212 East Ohio St., Chicago 11, Ill. 


July, 1952 


New—Salter's 
Pharmacology 


A new pharmacology book that will prove very use- 
ful to the osteopathic physician. The approach is 
from the point of view of physiologic < ction, so that 
you can make a logical selection of therapeutic 
agents in each case and attain the aim of restitution 
to normal function. Clinical applications are stressed 
throughout. 


This is a “painless” Pharmacology, Doctor—easy to 
read, helpful, enjoyable. Try it! 
By Witiiam T. Satter, M.D., Professor of Pharmacology, Yale 


University School of Medicine. 1240 pages, 7” x 10”, with 284 
illustrations. $15.00 New. 


West Washington Square, Philadelphia 5 


SURE, IT 1S ONLY A SYMPTOM...BUT 


Arobon, with its high efficacy in the manage- 


ment of diarrhea, meets the patient’s demand for 
rapid relief. 


Because of its high content of pectin, lignin and 


hemicellulose (22%), Arobon—made from specially sa 


processed carob flour—exerts powerful water-bind- 


ing, toxin-adsorbing and demulcent influences within 
the bowel. As a result, subjective relief is quickly ex- 
perienced, and stools begin to thicken and consoli- 


date in a matter of hours. 


In nonspecific diarrheas, Arobon serves well as 
the sole medication—in all age groups. In infectious 


dysenteries when specific chemotherapeutic or anti- 


biotic agents may be required, it provides valuable 


Arobon contains no chocolate; yet, 


when stirred into milk, it maker a pal.  @djuvant therapy, reducing the time required for 


table drink of chocola’e-like flavor. . 
Adult donage 2 levcl tableseoonte, recovery by as much as two-thirds.! 
in 4 oz. of milk every three or four 1 Pl eee he, T. R.: The Use of Carob Flour (Arobon) in a Controlled 
hours. Children, 1 level tablespoonful Series of infant Disschea, J. Pediat. 39:16 Jaly) 1931. 


in 4 oz. of milk. 


Arobon is available in five ounce bottles through your local pharmacy 
ADDITIONAL REFERENCES 
Smith, A. E., and Fischer, C. C.: The 


a Use of Carob Flour in the T: f 
q pee of Carob Flour in the Treatment of = THE NESTLE COMPANY, INC., White Plains, New York 


Pediat. 35:422 (Oct.) 1949. 


Kaliski, S$. R., and Mitchell, D. D.: 
Treatment of Diarrhea with Carob 
Flour, Texas State J. Med. 46:675 


(Sept.) 1950. 
Andrews, H. S.: The Use of Carob 
Flour in Gastro-Intestinal Disturb- 
ances, J. Kentucky State H.A. 49:279 
(July) 1951. 
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particularly 
beneficial 
in the treatment 


of 
hay fever.”’ 


Because CHLOR-7TRIMETON® maleate, 


chlorprophenpyridamine maleate, has the 


greatest potency milligram for milligram 


of any available antihistamine, and 


because “Chlor-Trimeton has a relatively low 


incidence of side reactions,”” it is a drug 


eS of choice for hay fever patients. 


CHLOR -TRIMETON 


maleate 


1. Silbert, N. E.: New England 
J. Med. 242:931, 1950. 
2. Eisenstadt, W. S.: Journal 
Seleti tite CORPORATION 


BLOOMFIELD, NEW JERSEY 
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TOLERANCE is what makes 


IROCINE 


Safer Iron Therapy 


Tolerance is “built in” Irocine by virtue of its unique content of the new organic molecule, 
Iron Sodium Malate.* Though it contains 25-108% more iron per unit mass than other widely 
used iron compounds, Iron Sodium Malate renders Irocine therapy virtually free from disturbing 
side-effects. Gastric distress, constipation and diarrhea rarely occur under Irocine administration. 


Effective Therapy, too 


Potentiating factors in Irocine are Vitamin B,2 (activity equivalent to 1 mcg.), plus copper 
sulfate U.S.P. (4 mg.), plus desiccated liver N.E (200 mg.), plus Thiamine hydrochloride U.S.P. 
(0.17 mg.), plus Vitamin D (67.U.S.P. units). 


REED & CARNRICK: Jersey City 6, N.J 
A Trusted Name Since Ig 6 O 


*Protected by U.S. Patent 2,503,781 
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Nonstaining, odorless, nonirri- 
tant, each Vagisol Suppositab 
supplies: 


bined 3.0 mg. (0.046 grain) 

a5 N.F. 0.5 mg. (0.008 grain) 
Succinic Acid. . .12.5 mg. (0.193 grain) 
Sodium Laury! 

Sulfate....... 3.0 mg: (0.046 grain) 
Papain....>....25.0 mg. (0.385 grain) 
Lactose 


Here is dependable 


therapeutic efficacy 


in trichomoniasis 


SUPPOSITABS 


2 


Clinical cure in trichomonas vaginitis—proved by 
smear and culture—is the rule when Vagisol Sup- 
positabs are employed. These tablet-shaped sup- 
positories provide a powerful germicidal-antibiotic 
approach which promptly controls the patient’s 
characteristic discomfort and leads to complete 
eradication of the parasite. The presence of succinic 
acid and lactose is conducive to the growth of the 
normal Doederlein bacillus, while papain and sodium 
lauryl sulfate encourage penetration of the medica- 
tion into the mucosal folds. 

The usual course of treatment consists of one 
suppositab inserted high in the vagina twice daily 
for 30 days. Available through all pharmacies, in 
bottles of 36. 


SMITH-DORSEY e Lincoln, Nebraska 
A Division of THE WANDER COMPANY 
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A member of the mosquito family. This family is remarkably 
adaptable to extremes of climate, certain types being found 
in profusion far north of the Arctic Circle. Male mosaqui- 
toes cannot bite, but females are equipped with a stiletto- 
like, blood-sucking proboscis and auxiliary lancets for 
piercing the skin of their victims. Apparently, the female re- 
quires the blood of mammals to develop her eggs properly. 
The life cycle of many mosquitoes is only 2 or 3 weeks — 
which is long enough, os far as most people are concerned, 


Pyrib enzamine 


Cream or Ointment 


for itching and pain Rapid-acting antipruritic and pain re- 


of insect bites and stings liever—effective in a wide range of aller- 
gic and nonallergic dermatoses. 


Pyribenzamine hydrochloride 2% 
Cream (water-washable base) and 
Pyribenzamine hydrochloride 2% 
Ointment (petrolatum base), both is- 
sued in 50-Gm. tubes and 1-lb. jars. 
Ciba Pharmaceutical Products, Inc., 
Summit, New Jersey. 


2/1813" Ciba 
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WHEN DIETARY 
SUPPLEMENTATION 


NEEDED... W 


hat more 
could supplement provide 


If the concept of an ideal dietary supplement could be formulated, 
it might well be one that provides qualitatively every substance of mo- 
ment in human nutrition. It would provide those for which human 
daily needs are established as well as others which are considered of val- 
ue, though their roles and quantitative requirements remain unknown. 


How Ovaltine in milk approaches this concept, and how well the 
recommended three glassfuls daily augment the nutritional intake, is 
shown in the appended table. The two forms of Ovaltine available— 
plain and chocolate flavored—are closely alike in their nutrient values. 


THE WANDER COMPANY, 360 N. MICHIGAN AVE., CHICAGO 1, ILL. 


Daily Use Provide the Following Amounts of Nutrients 
(Each serving made of ¥% oz. of Ovaltine and 8 fl. oz. of whole milk) 
MINERALS VITAMINS 
0.7 mg. PANTOTHENIC ACID........................... 3.0 mg 
12 mg. PYRIDOXINE 0.6m 
*PROTEIN (biologically complete)... 32 Gm. 


‘ Three Servings of Ovaltine in Milk Recommended for 

*Nutrients for which daily dietary allowances are recommended by the National Research Council. 
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... flavor, color or odor, appeals to almost every- 


one. 


is a characteristic of FLUAGEL Compound Tablets, 
the truly unique antacid and demulcent especially indicated 
in hyperacidity and peptic ulcer. 


Compound Tablets are orange-colored, orange- 
flavored and have a pungent orange odor. 

Compound Tablets: Appeal to all tastes... Act 
rapidly ... Prevent acid rebound and alkalosis . . . Reduce irri- 
tation for faster healing ... Form protective film over mucosa 
... Are economical. 

Your peptic ulcer and hyperacid patients will welcome this 
change from the “round, white, peppermint-flavored" regimen. 
Use this different therapy . . . prescribe 


Trademark 


Compound Tablets 
Available in bottles of 100, 500 and 1,000 


George A. Breon & Co. 
1450 BROADWAY 
NEW YORK 18, N. Y. 
DEPT. 13M 


Please send me sample of AGEL 
Compound Tablets. 
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Dryco fol easy 


“the hot season brings upset 
so entative diarthea, impaired infant digestion . - » 

. for 30 years-a most Teadily digested formula for prematures . . 
your tinier ‘valuable help.* Check these" advantages: — 
LOW IN FAT *°"S.ow IN CARBOHYDRATE 
HIGH IN PROTEIN ~ ~ ENRICHED WITH VITAMINS A AND D 
FINE, FLOCCULENT CURD: THE HALF WHOLE, HALF SKIM-MILK MIXTURE 


Only vitamin C need be added. Reconstitute Dryco in cold or warm 
water. Use in a wide range of formulas according to nutritional requirements. 
Additional data and samples will be mailed on request. 


*Gordon, Harry H.: Feeding of Premature Infants, American 
Journal of Diseases of Children 73:713 (June) 1947. 


Each tablespoonful supplies 3144 calories. 


Dr co” Frequently used for supplemental feedings. 
Available at pharmacies in 1 and 2% lb. cans. \. 


Prescription Products Division, The Borden Company, 350 Madison Ave., New York 17 
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Here’s a complete x-ray 
unit...at a cost far lower 


than you’d expect 


GE OFFICE-PORTABLE X-RAY UNIT broadens your 


diagnostic service to your patients 


So compact it occupies little more space Get complete information from your 
than a typewriter on your desk. Powerful © GE x-ray representative, or write X-Ray 
enough to produce pelvic radiographs in Department, General Electric Company, 
two to six seconds .. . hands, wrists, el- | Milwaukee 1, Wisconsin, Rm. 7-B. 
bows in % to ¥ second. The GE Office- 
Portable X-Ray Unit is an invaluable ad- 
dition to any successful practice. $6) 

pect GENERAL ELECTRIC 
plugs into any 115-volt outlet. Tube head 
rotates horizontally and vertically for For out-of-the-office use, you can fit this GE unit 
quick, easy examinations. Convenient con- 10 luggage-type carrying case in a few 


— make x-ray examination whenever, 
trol requires only three simple settings. por vee you cheese.” einai 


You can put your confidence in — 
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Pet Milk 


keeps 


babies 


Infant 


feeding 


rowing 


costs 
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Physicians know there is no better 

or more nutritious milk for babies 
than Pet Evaporated Milk. Because 
Pet Milk is complete in the food 
values of milk . . . comparable in 
digestibility to human milk, and 
sterilized in its sealed container, Pet 
Milk is always a safe milk for babies. 


Yet Pet Milk, the original evaporated 
milk, costs less than any other form 
of milk—far less than special infant 
feeding preparations! That’s especially 
important in these days of high living 
costs .. . because it means that 
young parents, using Pet Milk, can 
save from $10 to $50 in the first year 
on baby’s food bill alone. 


Recommend inexpensive Pet Milk 
for the babies in your care. See how 
this good milk assures all needed 
nourishment and saves precious 
dollars, too. 


PET 


BS 
| 
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00 


= 
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FAVORED FORM OF MILK FOR INFANT FORMULA ||}eeeenm 

% MS COMPANY, 1464-G ARCADE BUILDING, ST. LOUIS 1, MISSOURI 
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Vasorelaxation Through Central Action... 
Along Established Physiologic Channels 


Veriloid 

Supplied in 1, 2, and 3 mg. 
tablets. Average dose, 9 to 
15 mg. daily, in divided dos- 
age three times daily, every 6 
to 8 hours, preferably after 
meals. 


J 

Veriloid -VP 
Veriloid, 2 mg., and pheno- 
barbital, 15 mg., per tablet. 
Weel, when ad nti. is re- 
quired. Average dose, one 
tablet four times daily after 
meals and at bedtime. 


Veriloid-VPM 
Veriloid, 2 mg., phenobarbital, 
15 mg., and mannitol hexani- 
trate, 10 mg., per tablet. Pro- 
vides the added vasorelaxant 
action of mannitol hexanitrate. 
Dosage same as that given for 
Veriloid-VP. 


An outstanding feature of the hypotensive action of 
Veriloid is its central action, effecting vasorelaxation by 
impulses traveling along physiologic channels to the 
arteriolar musculature. Thus it does not interfere with 
ganglionic function and allows continuous operation of 
postural reflexes so essential for normal activity. 

Veriloid, a unique ester alkaloidal fraction (generically 
designated alkavervir) of Veratrum viride, is specifically 
indicated in all grades of essential hypertension. Biologi- 
cally standardized in dogs for hypotensive potency, its 
pharmacologic uniformity makes for a more dependable 
and a more profound hypotensive response. Through 
careful dosage regulation, around-the-clock depression of 
blood pressure is possible for continued control of the 
disagreeable symptoms of hypertension. 


RIKER LABORATORIES, INC, 
8480 Beverly Bculevard, Los Angeles 48, Calif. 


NOTE THESE 12 IMPORTANT FEATURES 


Uniformly potent; constancy of pharma- 
cologic action permits exactitude in dosage 
calculated in milligrams .. . 


2 A unique process of manufacture produces 
a tablet which dissolves slowly, thus assures 
Veriloid absorption and action over a con- 


siderable period . . . 


3 Moderates blood pressure by vasorelaxant 
action independent of vagomotor effect ... 


6 Cardiac output is not reduced . . . 

7 No compromise of renal function .. . 

8 Cerebral blood flow is not decreased . . . 

9 Tolerance or idiosyncrasy rarely develops . . . 
]@ Hence can be given over long periods in the 


aim to arrest or lessen progression of hyper- 
tension ... 


4 No ganglionic or adrenergic blocking . . . 


5 Lability of blood pressure, so important in 


Well tolerated in pro; adjusted dosage; 


meeting the demands of an active life, is not 


interfered with; no danger of postural hypo- 
tension ... 


]2 Produces a prompt and sustained drop in 


in all forms of hypertension. 
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HIPPOCRATES: , 


WILL USE TREATMENT . . ACCORDING 
TO MY ABILITY AND JUDGMENT. .” 


x FROM TgE PHYSICIAN'S OATH. 


SOHO OOO. 


ONLY THE DOCTOR CAN DECIDE . . . Long experience 


. stresses the fact that for confident contraception... every 
e time ... Koromex diaphragms offer clinically tested de- 
* pendence ... whether used with either Koromex Jelly or 
¢ Cream ... Where, in the individual case, the doctor 
© chooses to prescribe Jelly alone...that is solely his 
responsibility. It has long been our philosophy that the 
control of conception is a form of preventive medicine 
on which the doctor alone must decide ... Whichever 
method he favors, the time-tested protective and spermi- 
cidal efficiency of Koromex products may be recom- 
mended with confidence as an ideal prescription. 


ACTIVE INGREDIENTS: BORIC ACID 
2.0% OXYQUINOLIN BENZOATE 0.02% 
AND PHENYLMERCURIC ACETATE 
©.02% iN SUITABLE JELLY OR 
CREAM BASES 


A CHOICE OF PHYSICIANS 


HOLLAND-RANTOS COMPANY, INC. @ 145 HUDSON STREET, NEW YORK 13, N. Y. 


MERLE L. YOUNGS, PRESIDENT 
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safe and effective whenever laxation i is indicated 
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Accepted for advertising by the Journal of the Association 
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so adequate 


There’s a wide safety margin 
between the amount of menstrual 
flow* and the absorptive 

capacity of TAMPAX tampons— 
a fact strongly substantiated by 
the purchase of more than two 
billion Tampax in the past 
twelve years. The comfort and 
convenience of the three 
absorbencies of these dainty 
intravaginal cotton guards (with 
individual applicators) are also 
strongly appealing. 


*Am. J. Obst. & Gyn., 31:979, 1936. 


TAMPAX INCORPORATED - PALMER, MASS. 


TAMPAX 


the internal menstrual guard of choice 


Your request will 
bring professional 
samples promptly. 
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Yes, whenever muscles ache use MINIT-RUB,® 
the modern counterirritant. It starts to 

relieve pain in a matter of minutes. Just a 

dab in the palm of the hand, a minute 

or two of brisk rubbing. A soothing warmth 
promotes prompt relaxation. 
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A 
BRISTOL.» 9 WEST 50 STREET, NEWYORK 
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TO MOVE g® = 


° re than 


AVoIRDY* 


@ Send today for descriptive ltereture! 


S.J. TUTAG & CO. Phaumaceuticals 
19180 MOUNT ELLIOTT AVENUE 
DETROIT 84. MICHIGAN 


Start Your 
Practice 


sign 
lergic 


a This all-in-one volume financial record book gets you 
at started off on the right foot in practice management— 
patient's mngertip: helps you avoid tax troubles—saves you time and money. 

ve! whee Ae The DAILY LOG enables you to keep close check on 
expenses, shows how your collections are coming in, 
rovides a clear cut summary of your entire year’s 
usiness. Money-back guarantee. 


= 


i i i If doctor ni - 
tains) breathing comfort im hay fever and | | 
other allergies. Conveniently carried in at a reduced rate for the remainder of 
pocket or purse. Each Nebulizer contains 
15 cc. of 0.5% Pyribenzamine (brand of oy — why the reorder 
tripelennamine) hydrochloride in isotonic ™ 
lution. WRITE for complete information 
Eawee and FREE record supplies catalog 


enzamine® NEBULIZER COLWELL PUBLISHING COMPANY 


265 University Ave., Champaign, Ill. 


Ciba Pharmaceutical Products, Inc., Summit, N. J. 2/114» 
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For Better Results 


Stuart 
Vitamins, Catcium, Minerats 


11 VITAMINS including both types of Bi2 
8 MINERALS including larger amounts of CALCIUM 
in 1 small tablet 


Therapeutic 
as a Dietary Administration 


Suggested Daily Dose 


2 Tablets 3 Tablets 


VITAMIN A 5,000 USP Units 10,000 USP Units 15,000 USP Units 
VITAMIN D 400 USP Units 800 USP Units 1,200 USP Units 
VITAMIN C 100 Mg. 150 ig. 
VITAMIN E 1.7 Mg. 2.55 Mg. 
VITAMIN 8; 6 Mg. 9 Mg. 
VITAMIN B2 6 Mg. 9 Mg. 
VITAMIN Bg 5 Mg. 1 Mg. 1.5 Mg. 
NIACIN AMIDE 30 Mg. 45 Mg. 
PANTHENOL 8.6 Mg. 12.9 Mg 
FOLIC ACID 5 Mg. 1 Mg. 1.5 Mg. 
VITAMIN 2 Mcg. 3 Mcg. 
CALCIUM : 500 Mg. 750 Mg. 
PHOSPHORUS " 380 Mg. 570 Mg. 
IRON ‘ 20 Mg 30 Mg 
COPPER 5 Mg. 1 Mg. 1.5 Mg. 
IODINE 0.15 Mg. 0.225 Mg. 
COBALT 0.1 Mg. 0.15 Mg. 
ZINC, 0.2 Mg. 0.3 Mg. 
MANGANESE 0.6 Mg. 0.9 Mg. 
"50% U.S.P. Crystolline *50% Biz Concentrate 

Available at all pharmacies 


LOW IN COST TO PATIENTS 


> 
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LL 
Stuart 


PA 7 AN OUTSTANDING PRODUCT 
‘YG FOR OBESITY CONTROL 


ALL % FACTORS IN ] SMALL CAPSULE 


Stuart 
mvicel 


To inhibit appetite, each capsule contains: 
5 mg. dextro amphetamine sulphate 


To offset nervous stimulation: 
% gr. phenobarbital 


To supply needed bulk: 
200 mg. methylcellulose 


To supply protective amounts of nutritional factors: 
10 vitamins and 8 minerals 


Low in cost to patients: 
Approximately 4¢ per capsule 


AVAILABLE AT ALL PHARMACIES 
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MATERNITY 


GIRDLES 


This new patented Camp model 
for the well-groomed young 
mother-to-be is a lightweight, 
beautifully designed, boneless 
girdle with an open front above the 
pubic bone to allow full abdominal 
freedom. Hose supporters keep 
hose smooth and neat; adequate 
for elastic stockings. The psycho- 
logical reassurance created by 

its special design and cosmetic. 
appeal tends to keep patients 
happier and more comfortable. 


S. H. CAMP and COMPANY, JACKSON, MICHIGAN 


World’s Largest Manufacturers of Scientific Supports 
Offices in New York + Chicago » Windsor, Ontario + London, England 
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tablets with a time clock 


Sigh 
?> 


You know how a bank vault is opened at a specified hour 
by a time clock. Vitamineral tablets are also timed to 
release their active ingredients at the proper time and in 
the proper place. This is important because it assures 
complete and effective assimilation in the human body. 


Every batch of tablets produced by Vitaminerals under- 
goes what is known as a “Disintegration Test.” The tablets 
are run through a solution identical to the acids and 
enzymes of the stomach, duplicating the exact conditions 


they will meet in the human stomach. 

They are checked for actual disintegration under con- 
ditions of temperature and motion which as closely as 
possible approximate the human gastric system. 

So you may be assured that the release of all active 
ingredients in all Vitamineral tablets will occur at the 
correct specified time. This is another step that enables us 
to guarantee that the Vitaminerals name will always stand 
for quality and therapeutic efficiency. 


ITAMINERALS INC. 


_ Glendale 1, California 
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DAVOL 

SURGICAL-GOODS DEVELOPMENT 
DEPENDS ON 

SURGEONS THEMSELVES! 


Onty by working with doctors in every field of 

surgery is Davol able to interpret the rubber-goods needs of 

the individual surgeon. As a matter of fact, a large 

share of the research projects undertaken by Davol ave spurred 
on by professional need and professional suggestion. 


This PROFESSIONAL GUIDANCE, coupled with 78 years 
experience in processing rubber to meet medical 
specifications, has made Davol one of the foremost specialists 
in the field of rubber surgical adjuvants. 


"TAKE THE DEVELOPMENT of T-Tubes for example. Through 
constant experimentation ... working in closest 

association with individual specialists ...Davol has assisted in 
perfecting a variety of T-Tubes for surgical use in the 

biliary tract. Most recent of these: The new, improved Lahey 
forked T-Tube. Others have been the famous 

Cattell and McGowan-Keeley T-Tubes. 


At your SERVICE. Whether it be the need for 

a new type of intravenous tubing, or any special, 
made-to-order surgical items requiring rubber, Davol welcomes 
the suggestions of doctors, as well as the 

opportunity to aid in the healing arts and patient comfort. 


RUBBER COMPANY 


PROVIDENCE 2, RHODE ISLAND 


*Surgery, Gynecology & Obstetrics, 
July, 1950, No. 1—Vol. 91 


+The Lahey Clinic Bulletin, January, 1946 Issue 


**Surgery, Gynecology & Obstetrics, 
Feb., 1947, Vol. 84, 174-180 


LAHEY T-TUBE—with forked 
crossbar and 12” stem* 


. CATTELL T-TUBE—with 12” 
crossbar and 12” stemt 


MeGOWAN-KEELEY T-TUBE 
— with inflatable balloon; 
4%" crossbar and 22” 
stem** 
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*TWO-FOLD SERVICE— 


To The Profession 


Professional Foods continue to do their honest best to predicate 
the needs of the Osteopathic profession in correcting basic and 


fundamental 


NUTRITIONAL TROUBLES 


*Since the troubles arise largely in the 
CHRONIC PATIENT, we have 
planned our products to aid the doctor 
of this patient. 


PROFESSIONAL 


FOODS 219 First St. S.W., Cedar Rapids, lowa 


*We offer a complete and basic evalua- 
tion for the CHRONIC PATIENT at 
a considerable financial savings in order 
that treatment for the CHRONIC 
PATIENT can be directed properly 
from the start. 


Write for added information. 


Tangy 
Cinnamon - Clove 
Flavor 


A PRODUCT OF MERIT 
FOR 50 YEARS .... 


5 20 
AN 
gH 
ov 
>> 

Contents 20 ounces 
okt 
0 MOUTHWASH ane GARGUE 

No 
ont 
‘MOves Ger ane wet 
M-HARBORING FILM FROM MOUTH me 

3 ‘ IT TASTES GOOD—IT'S GOOD TASTE 
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PRACTICAL NEW BOOKS FROM WILLIAMS & WILKINS 
OF INTEREST TO EVERY OSTEOPATHIC PHYSICIAN 


BASIC PRINCIPLES OF CANCER PRACTICE 
A Book on Diagnosis, Prognosis, and Treatment of Human Neoplasms. By Anderson Nettleship, B.Sc., M.D. 


Unifies current ideas about cancer and makes 
them useful in general practice, stressing the fact 
that cancer is diagnosable, treatable and, more 
often than not, curable. 

Teaches you how to proceed in everyday prac- 
tice, emphasizing early diagnosis and outlining 
clear lines of procedure. Provides a simplified 
approach to the wide diversity of clinical and 
laboratory procedures. 


Covers neoplasms of: skin, gastrointestinal 
tract, liver, pancreas, breast, female genital sys- 


tem, kidney, bladder, prostate, blood-forming 
organs, lung, naso-pharynx, larynx, trachea, 
bronchi, bone, muscle, connective tissue, central 
nervous system, endocrine organs, etc. 


Includes special chapters on: clinical behavior 
of neoplasms, cancer tests, clinical pathology, 
local and systemic effects, criteria of cure, chemo- 
therapeutics, neoplasms of children, biochemistry, 
medico-legal aspects, the future of oncology, etc. 


402 pp., 106 figs., $7.00 


CARDIOGRAPHY IN GENERAL PRACTICE 
Electrocardiography, Vectorcardiography, and Ballistocardiography. By Abraham 1. Schaffer, M.D. 


Teaches the basic principles of electrocardiog- 
raphy and their use in the clinical interpretation 
of the tracing. Avoids complicating detail. 


Stresses the fact that there is nothing mys- 
terious or intrinsically difficult about the proced- 
ure. Emphasizes important problems of everyday 
practice. 


Outlines simple rules and values, familiarizes 


you with the important patterns, teaches you to 
recognize a normal tracing and suspect an abnor- 
mality—gives you a practical working knowledge 
of the subject. 

Scientifically sound, with highlights clearly and 
concisely stated. Incorporates all recent advances. 
Includes a glossary of terms. 


143 pp., 55 figs., $3.00 


DISEASES OF THE CHEST 
By T. Royle Dawber, A.B., M.D., F.R.C.P., and Lloyd E. Hawes, A.B., M.D., D.A.B.R. 


Written by a clinician and a roentgenologist, 
combining their views into a practical book for 
everyday use. 

Covers diagnosis, differential diagnosis, prog- 
nosis and treatment of all important chest dis- 
eases. 


Tells you how to take x-rays and how to inter- 
pret them, when and how often to x-ray, how to 


choose the one best type of x-ray for each disease. 


Left-hand pages constitute a complete atlas of 
chest diseases—216 large, clear x-rays of definite 
diseases. Descriptive text on right-hand pages 
coincides in most instances with the subject mat- 
ter of the facing x-ray. 


458 pp., 216 figs., $10.00 


HUMAN LOCOMOTION AND BODY FORM 
A Study of Gravity and Man. By Dudley J. Morton, M.D. 


Written with the collaboration of Dudley Dean 
Fuller, a mechanical engineer, in order to present 
a complete study of the biomechanics of motion. 


Coordinates the different organic factors op- 
erating within the body with the major aspects 
of mechanical action. Gives strong affirmation to 


their combined roles in the interaction with grav- 
ity as an outside mechanical force. 

Refutes the concept of the “anterior transverse 
metatarsal arch” and the findings of the Canadian 
Army Foot Survey. 


297 pp., 86 figs., $5.00 


THE WILLIAMS & WILKINS COMPANY 


Mt. Royal and Guilford Aves. 


Baltimore 2, Maryland 
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Diagnosis and Treatment! 
COLDBERGER— 
HEART DISEASE 


By EMANUEL GOLDBERGER, M.D., F.A.C.P. 
Associate Attending Physician, Montefiore Hospital, New York; 


Cardiologist and Attending Physician, Lincoln Hospital, New 
York; Lecturer in Medicine, Columbia University 


This is a clinical monograph written for physicians 
who want an authoritative book that stresses bed- 
side diagnosis and treatment of heart disease and 
related conditions. Dr. Goldberger never loses sight 
of the fact that in most cases of heart disease, a 
diagnosis can be made by such simple procedures 
as inspection, palpation, percussion, auscultation, 
fluorscopy and electrocardiography. Full coverage 
is given to normal and abnormal electrocardio- 
graphic patterns, fluoroscopic and X-ray findings. 
Cardiovascular findings in infants and children are 
detailed and specific dose schedules are given. The 
many new, proved and accepted therapeutic pro- 
cedures are presented in detail. 


651 Pages. 229 Illustrations on 90 Figs. $10.00 


Washington Square 


LEA & FEBIGER 
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New — Just Published! 


COLLINS—PRINCIPLES and 
PRACTICE of ANESTHESIOLOGY 


By VINCENT J. COLLINS, M.D. 


Director of the Department of Anesthesiology, St. Vincent's 
- Hospital of the City of New York 


Dr. Collins has written a comprehensive clinical 
source book on the fundamentals of anesthesiology 
as it is practiced today. He approaches the sub- 
ject on an individual basis, wherein the clinical 
condition of the patient and the requirements of 
surgery are considered jointly, so that the most ef- 
fective type of anesthesia and drug will be ad- 
ministered. The author discusses the newer agents 
and explains their methods of administration, 
either singly or in combination, which have been 
devised and applied successfully. Jt thus becomes 
the first book to present the six phases of anesthesia 
practices which fall naturally within the scope of 
the anesthesiologist’s activities! Special considera- 
tions and complications are dealt with extensively. 


28 Pages. 99 Illustrations. $10.00 


Philadelphia 6, Pa. 


: low priced 


100 


better value dollar for dollar— 


$ 
3292 plus the features that spell x-ray efficiency... 


additional cost) The Mattern Royal 100 offers an unusual dollar-for-dollar value 


which is particularly remarkable in the low-cost tilt table field. 
Among its special features are: 


eCompletely automatic control (see illustration above). 


e Rotating anode tube—need not be removed when changing 
position of table. Counterbalanced 12” x 16” fluoroscopic screen 
and tuag—travel in unison—raise, lower, or angle as desired. 


eHand tilt mechanism which permits use of table in either 
orizontal or vertical plane. Tube stand mounted separately 
on tracks, allowing greatest flexibility in positioning. 


e Bucky diaphragm on full-length track beneath table. Bucky 
tray has self-centering and locking device . . . takes cassettes 
up to 17” x 17”. 


e Mattern design and engineering—resulting in simplicity of 
installation and long, trouble-free operation. Mattern equip- 
ment calls for the minimum in repair service. 


F. MATT) 

E ‘gy 
ur Mattern dealer, 
or write direct to us for information. 

4635-4659 NORTH CICERO AVENUE © CHICAGO 3% ILLINOIS 
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ee 


eee relieves skeletal muscle 


spasm 


readies’ the patient for 
effective physiotherapy in just 15 
to 30 minutes 


Each cc. of PHYATROMINE contains:, 


PHYATROMINE provides prompt and pro- Physostigmine Salicylate... 0.6 mg. 
longed relief from painful muscle spasm Atropine Sulfate........... 0.6 mg. 
due to injuries, lumbar or sacroiliac strain, In isotonic solution of sodium chloride 


pulled ligaments, bursitis, spondylitis, 
fibrositis, and rheumatoid arthritis. Thus, 
PHYATROMINE facilitates osteopathic ma- 
nipulation and speeds up the return of 
normal muscle and joint function. 


Please send me: 

-+++.+++Professional sample vial of 5 cc. without cost 
or obligation. 

multiple-dose vials of PHYATROMINE 
at $6.30 per vial. 

++++++.l-cc. ampuls in boxes of 25 at $6.30 per box. 


(Quantity prices on request) 


CHARGE c.0.D. 


PHYATROMINE is relatively low in cost... 
ready to inject...easy to use... and its 
atropine sulfate content minimizes un- 


desired side effects. 


NAME 
(Please Print) 
Ethical Pharmaceuticals Since 1894 city zone stats 


MILWAUKEE 1, WISCONSIN 
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Doctor, 
your own 


try this 


simple test 


With so many claims 
made in cigarette adver- 
tising, you, Doctor, no 
doubt prefer to pidge for 
yourself. So won’t you 
make this simple test? 


Take a PHILIP MORRIS and any other cigarette 


1. Light up either one first. Take a puff—get a good mouthful of smoke 
—and s-l-o-w-l-y let the smoke come directly through your nose. 


ya Now, do exactly the same thing with the other cigarette. 


Notice that PHILIP MORRIS is definitely lees irritating, definitely milder. 


PHILIP MORRIS 


Philip Morris & Co. Ltd., Inc., 100 Park Avenue, New York 17, N. Y. 
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Pelargon . Normal Dilution 


(2 tablespoonfuls of Pelargon 
to 3 filvid ounces of water) 


Per Cent 
Protein. cc 2.7 
2.8 
7.2 


(lactose, sucrose, starch, 
dextrins, maltose, and 


dextrose) 
Minerals. ... 0.6 


A normal dilution of Pelargon 
prepored with a quart of water 
supplies one-third more than the 
generally accepted requirements 
of infants for vitamins A, B:, Be, 
C, and D, and for iron. 
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HIGH PROTEIN CONTENT 
ZERO CURD TENSION 


When Pelargon feedings are prescribed, mothers 
have the assurance that their babies are receiving a formula 
supplying all nutritional essentials in adequate amounts and in 
a form virtually as well tolerated as human milk. 

High in protein, iron, calcium and other essential minerals 
and vitamins, Pelargon is a readily assimilated infant food that 
satisfies every known nutritional requirement of the infant. 


Plus All the Advantages of a Lactic Acid Milk 


The lactic acid of Pelargon shortens the time required to de- 
velop optimal gastric acidity, thus enhancing gastric digestion. 
Pelargon yields fluid casein curds of zero tension. These impor- 
tant digestive advantages particularly qualify it for both the 
regular feeding of normal babies and the special feeding of 
prematures, marasmic infants, and infants with digestive dis- 
orders. Pelargon is virtually as well tolerated as human milk. 


Complete in Vitamins and Minerals 


Pelargon is a spray-dried lactic acid milk modified with su- 
crose, starch, dextrins, maltose, and dextrose, and fortified with 
vitamins A and D, thiamine, ascorbic acid and iron citrate. 
Because it is so well proportioned in all nutritional essentials 
and so easily digestible, Pelargon is a valuable dietary adjunct 
for children and adults. 


THE NESTLE COMPANY, INC., wnite piains, New York 
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SEE THE NEW MODEL TABLE with RELAXER-VIBRATOR UNIT! 


Just what you've wanted! 
“We believe we have the best mechanical table in the world.” 
. Maybe we do! 


You are invited to our booth +96 during the National Convention in Atlantic 
City, July 14-18, for a demonstration without obligation. 


“After trying ours, try the rest, but be 
sure to come back and buy the best.” 


ASK DOCTORS WHO ARE USING BUFFALOW RELAXING EQUIPMENT 
THEN MAKE YOUR DECISION 


"@ A prominent doctor says: 
“I find the BUFFALOW 
RELAXING TABLE an 
able assistant, saving time 
and energy by RELAX- 
ING PATIENTS for spe- 
cific treatment.” 


Dr. V. O. R. 


The mechanism, traveling 
the full length of the 
spine, adapting itself to 
the contour and automat- 
ically reversing the stroke, 
was originated by us. 


YOU believe in efficiency. YOU strive to accomplish the most with the least 
effort in the shortest time. YOU would like to conserve your energy and live 
longer, at the same time enjoy a steady income. The answer is . . . 


BUFFALOW 
RELAXING 
EQUIPMENT 


It will do 75 to 80% of 


The BUFFALOW ELECTRIC MANIPU- your soft tissue manipula- 
LATOR is a hand unit that is ideal for tion and do it well. It is The BUFFALOW FOOT MANIPULA- 


MANIPULATING the neck, shoulders, bl 
back, or any part of the body. It ban- the most able assistant you 


ishes contractions and congestion more could have in your office 
quickly, more easily and more effectively y 


TOR penetrates deeper than most vibra- 
tory equipment . . . if used consistently 
will strengthen and build up the arches 


than human hands . . . and without . + + Operates efficiently, as well as relieve tired, aching, sore 
effort on the part of the operator. To economically. muscles. Says Dr. P. E. R., " This is un- 
quote one enthusiastic doctor: "The best . doubtedly the best FOOT MANIPULA- 


MANIPULATOR (or vibrator) | have 
tied TOR | have tried. Its deeper penetration 


PEUTIC VALUE." minimizes treatment time." 


BUFFALOW MANUFACTURING COMPANY 


915-17 Volunteer Building 
CHATTANOOGA, TENNESSEE 
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Gets to the bottom of 


PSORIASIS 
LESIONS 


More and more physicians are prescribing deep 
acting RIASOL to reach the deeper cutaneous lesions 
of psoriasis. Although mercury is an effective alterative, 
ordinary ointments and lotions fail to bring this drug 
in actual contact with the deeper layers of the 
epidermis. 


The mercurial content of RIASOL is saponaceous, 
that is chemically combined with soaps. Like soap 
itself, it is detergent and penetrates the horny layers 
of the stratum corneum. This keratolytic action, com- 
bined with the alterative effect of saponaceous mercury, 
accounts in part for the remarkable therapeutic results 


obtained with RIASOL. 


Actual clinical tests prove that RIASOL cleared up 
or greatly improved the skin lesions of psoriasis in 
76% of all cases treated in a controlled clinical group. 


RIASOL contains 0.45% mercury chemically com- 
bined with soaps, 0.5% phenol and 0.75% cresol in a 
washable, non-staining, odorless vehicle. 


Apply daily after a mild soap bath and thorough 
drying. A thin invisible, economical film suffices. No 
bandages required. After one week, adjust to patient's 
progress. 


Ethically promoted RIASOL is supplied in 4 and 
8 fid. oz. bottles, at pharmacies or direct. 


PLEASE NOTE: We are always interested in demonstrating 
Riasol’s effectiveness in clinical groups. If you are con- 
nected with any hospital or clinic where a number of 
psoriatic cases are being treated and would like to see 
_how much quicker and easier results can be obtained with 
Riasol—write us—we will be pleased to cooperate. 


MAIL COUPON TODAY— 
TEST RIASOL YOURSELF 


After Riasol Treatment 


SHIELD LABORATORIES JAOA-7-52 
12850 Mansfield Ave., Detroit 27, Mich. 


Please send me professional literature and generous clinical package of RIASOL. 
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The Resuscitation of Patients Who Die in the Operating Room 


LEONARD C, NAGEL, D.O., F.A.C.O.S. 


Cleveland 


INTRODUCTION 

Nothing in the entire field of medicine and 
surgery can compare in dramatic intensity and urgency 
to cardiac arrest when it occurs in the operating 
room. The responsibility for action in such cases 
has always rested with the anesthesiologist and the 
surgeon, but in the past, and in many institutions 
today, neither was prepared with an effective plan 
of action. The recent work of Claude S. Beck, pro- 
fessor of neurosurgery at Western Reserve Univer- 
sity, makes available a scientific and practical approach 
to resuscitation which, once widely known and prac- 
ticed, will lessen the incidence of a tragedy against 
which there has been no concerted safeguard. 


As yet the Beck technic is not widely practiced, 
and there are many hospitals, large and small, through- 
out America that know little of the procedure or 
ignore its possibilities. Individual and _ institutional 
inertia and lethargy play a role. However, it seems 
reasonable to assume that within the foreseeabie future 
all hospitals will provide this service or be forced to 
face the legal charge of medical neglect. The success- 
ful treatment of cardiac arrest is now an established 
fact. But such treatment remains too often unavailable. 

Under the auspices of the Cleveland chapter of 
the American Heart Society, teaching demonstrations 
of cardiac resuscitation by the Beck method have been 
made available by means of 2-day courses given at 
monthly intervals to physicians, especially surgeons 
and anesthesiologists. These courses now in their 
second year have attracted individuals over a nation- 
wide area and have been the subject of enthusiastic 
comment by all who have had an opportunity to 
participate in them. 

It is the purpose of this paper to give in detail the 
steps of the technic, following closely the methods 
outlined by Dr. Beck’ and as presented in the resusci- 
tation course. Too much emphasis cannot be placed 
on the necessity for thorough mastery of the technic 
by the resuscitation team on which the anesthesiologist 
and the surgeon are of primary importance. This 
team must be capable of precise and decisive action, 
without losing a second of time once the emergency 
arises. So important is this that routine drills upon 
the part of those responsible should be a part of every 
operating room requirement. Only in this way can 


the meaningless chaos that reigns in an operating 
room when cardiac arrest is detected—all too often, 
too late—be replaced by a reasoned and ordered 
approach. 

CAUSES OF OPERATING ROOM DEATH 

It is not within the scope of this paper to enumer- 
ate all of the various causes of death in the operating 
room. In some patients the cause may be clear; in 
others it may be only a link in a chain of events that 
precipitates the immediate difficulty. It will be helpful, 
however, to think of certain causes as predisposing 
factors, mainly cardiocirculatory in origin, where the 
delivery of oxygenated blood to the heart and brain 
is inadequate. A breakdown in the transport of oxygen 
either by an airway obstruction or by failure in oxygen 
interchange by the blood is often present. The effect 
of surgical manipulation upon reflex activity must be 
considered. Precipitating factors are more readily 
ascertained and most often result from an overdose 
of an anesthetic agent (including premedication) 
and/or an acute anoxia from any cause. 

In general terms the immediate cause of death 
is always an interruption of respiration or circulation. 
It must be clearly understood that interruption of 
respiration or circulation can last for no more than a 
few moments without fatality; interruption of one 
causes failure of the other. Respiration and circulation 
are essential to maintaining the continuous oxygen 
supply necessary for life. 

Failure of the heart may be due to one of many 
causes. It appears that disease of the heart makes it 
susceptible to untoward circumstances that might other- 
wise be tolerated. The functional capacity of the 
myocardium may be reduced despite an orderly excita- 
tion if the contractural responses of individual fibers 
are impaired. The quality of gasoline and its rate of 
supply to a carburetor determine the efficiency of 
the explosion induced by a spark in an automobile 
engine ; similarly, the availability of explosive material 
in muscle cells, high energy, organic phosphates, nitro- 
gen, et cetera, and the rate of regeneration during 
diastole determine the effectiveness of contractions 
realized. Both of these processes depend upon the 
efficiency of the coronary circulation. 

Space does not permit a complete examination of 
all the factors which may produce cardiac arrest. A 
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few factors which may cause changes in heart rate 
in the course of a surgical procedure may be mentioned. 
In some cases if its surface is touched the heart 
develops tachycardia which may be followed by ven- 
tricular fibrillation. Secondary factors that can pro- 
duce cardiac asystole or ventricular fibrillation include 
the various anesthetic agents, anoxemia, retention of 
carbon dioxide, loss of blood, and arterial hypotension. 
The heart undoubtedly can be stopped by vagal reflexes 
and by inadequate filling. The latter occurs as a result 
of stab wounds to the heart, hemorrhage or effusions 
in the pericardium, tight scars around the heart, in 
pressure pneumothorax, during the removal of large 
abdominal tumors, and after childbirth. After removal 
of tumors or large quantities of fluid from the abdomi- 
nal cavity or after childbirth blood may pool in the 
abdominal viscera and an insufficient amount return 
to the heart. 


Various types of manipulation] during operations 
can interrupt the heart. Torsion of the heart or angu- 
lation from its normal position are deleterious. Ven- 
tricular fibrillation can result from pressure upon a 
coronary artery. The heart has ‘occasionally been 
observed to stop beating without obvious reasons 
during operations upon the heart, aorta, and pulmonary 
artery. 

All known anesthetic agents exert some depressive 
effects on the metabolic processes of the heart; how- 
ever, the effect of some agents is minimal. Volatile 
anesthetics may induce reflex central nervous and 
psychic reactions. Their effects on myocardial re- 
sponse have not been shown to be serious except in 
the case of a few, especially chloroform and cyclopro- 
pane, which may cause serious arrhythmias through 
central nervous reaction and may lead to ventricular 
fibrillation. 


Interference with the respiratory system may 
occur at various points. For example, increased intra- 
cranial pressure resulting from cerebral tumors 
or edema may inactivate the respiratory center, or the 
center may be paralyzed from generalized anoxia 
resulting from heart failure, from a poorly functioning 
airway, or from a greatly prolonged period of anes- 
thesia in which oxygenation is maintained at a sub- 
minimal level. It is well established that interference 
with any of the several controls of the respiratory 
center can interrupt its function. Hypocapnia, hyper- 
capnia, alterations in the pH of the blood, and reflex 
effects from the periphery may be responsible. 


It must be remembered that the lungs and respira- 
tory muscles are equally as essential to respiration as 
the respiratory center and that their efficient function 
is absolutely dependent upon an adequate airway. Con- 
ditions disturbing respiration include dislocation and 
collapse of the trachea, tracheal foreign bodies, pul- 
monary edema and consolidation, and inadequate 
expansion of the chest. Insufficient oxygen in inhaled 
gas or inadequate transfer within the lungs resulting 
from hemorrhage, anemia, or carbon monoxide poison- 
ing may be at fault. 

Abnormal respiratory mechanisms or circulatory 
systems can be interrupted by any one of many con- 
ditions that ordinarily would be well tolerated. As 
examples, a patient with a brain tumor may stop 
breathing when placed prone on the operating table ; 
one with pericardial effusion may die when he is 
transferred from an oxygen tent to the operating 
table ; one with coronary artery disease may die when 
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placed in a recumbent position or when placed face 
down while under inhalation anesthesia; and an obese 
patient may not tolerate upward pressure on the 
diaphragm. The position of the head may interfere 
with the airway, the free movement of the chest may 
be interfered with by position, or blood may pool in 
the extremities when the patient is operated on in a 
sitting position. 

It is also a well-known fact that many times 
cardiorespiratory failure may occur before the incision 
is made. It may occur suddenly and unexpectedly, and 
if any warning signals occur they must be instantly 
detected and appropriate corrective action instituted 
immediately to prevent disaster. Increase in the inci- 
dence of early failure has occurred with the wider 
use of spinal anesthesia in which the danger period is 
the first 20 to 30 minutes. 


ROUTINE EQUIPMENT FOR RESUSCITATION 

Beck continually emphasizes that a precise plan 
for action and the availability of certain instruments 
and supplies are the primary prerequisites for success 
in resuscitation. Special packages of supplies should 
be prepared, sterilized, and kept at hand. It is not 
necessary to include sterile gowns, linens, and gloves, 
but a scalpel, self-retaining retractor, hemostats, a rib 
shear, sutures, needles, sponges, and scissors are 
essential. A set of intratracheal tubes and the rubber 
bag of the anesthetic machine ready to fill with oxygen 
must be part of the equipment available. 

The drugs used are epinephrine and procaine 
hydrochloride. The epinephrine should be diluted by 
mixing 1 cc. of a standard 1:1,000 solution with 9 ce. 
of normal sodium chloride solution. Procaine hydro- 
chloride is used in 1 or 2 per cent solutions. The two 
drugs must be available but need not be included in 
the sterile package ; however, two 10 cc. syringes with 
suitable needles and two medicine glasses should 
be kept in it. 

Electrodes and a shocking device are required 
equipment. Both can be made by an electrician. The 
electrodes, which must be kept in the sterile package, 
are about 7 cm. in diameter. The shocking device 
should be kept in the operating room. It utilizes 110 
volt alternating current and delivers approximately 1.5 
amperes to the heart. The surgeon must be insulated 
from the current, and the patient should not be 
connected to the electrocardiograph when the shock 
is applied. 


THE RESUSCITATION PROCEDURE 


In describing the resuscitation procedure, Beck 
states that recognition of the existence of its two 
components is important. They are (1) restoration of 
the oxygen system and (2) restoration of the normal 
rhythm of the heart. The first is the emergency act. 
The surgeon and anesthetist have from 3 to 5 minutes 
to place this system in operation: if they take longer, 
irreversible brain damage may occur, making complete 
recovery impossible. The normal heartbeat can be 
restored at almost any time after the oxygen system 
has been restored, and normal respiration will be 
resumed, providing the respiratory center has not 
been damaged. The existence of the time limit for 
the restoration of the oxygen system is the cause of 
most failures. As soon as either respiration or the 
heart has stopped, the surgeon and the anesthetist 
must recognize the emergency. No time can be lost if it 
is to be met successfully. 
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In meeting the emergency there are certain posi- 
tive steps to be taken. However, it seems wise to 
state what steps should not be taken. In the words of 
Beck,’ “The most important thing to avoid is to take 
time in order to make sure that the patient is dead. Do 
not listen for a faint heart sound which may or may 
not be present. The surgeon need not be fearful that 
he will open the chest and then find a vigorously 
beating heart. If there is no palpable pulse, no blood 
pressure, and if respiration has ceased, he can be 
certain that any slight movement of the heart which 
may still be present is of no consequence. Do not 
wait for an electrocardiogram. Do not inject epi- 
nephrine through the chest wall into the heart. Do not 
dilate the rectal sphincter. Do not try to give mechani- 
cal respiration by compression of the chest. Do not 
give a blood transfusion. Do not given an intra-arterial 
transfusion. The time taken to carry out these steps 


Restoration of the Oxygen System.—Now atten- 
tion can be directed to things to be done. The first 
thing is to place a properly fitting tube in the trachea 
and then inflate and deflate the lungs adequately by 
compression of a rubber bag filled with oxygen. If 
the tracheal tube is in place when failure occurs, so 
much the better. An intratracheal tube is an important 
safety factor for all operations. However, if it is not 
already in place, a tube of proper size must be imme- 
diately available, and the anesthetist should be prepared 
to introduce it without delay. Hesitation in carrying 
out intubation means disaster. 

By the time the tube has been introduced, the 
surgeon will be well on his way to having the chest 
open so he can squeeze the heart. When he is able to 
compress the heart against the sternum and empty it, 
the crisis is over. 

The anesthetist has introduced oxygen into the 
lungs, and the surgeon has circulated the oxygen 
to the brain. These simple steps could be carried out 
in routine fashion were it not for the requisite haste 
which places a premium on preparation and readiness. 


The heart is best approached through an opening 
through the ribs on the left side. The surgeon should 
not take time to count the interspaces; he should esti- 
mate the fourth or fifth, and cut toward the sternum 
laterally for about 10 inches and into the pleural 
cavity. A cartilage above and a cartilage below are 
cut and an assistant opens the wound while the surgeon 
places his fingers on the heart. Bleeding does not 
occur because there is no blood pressure. Although 
the surgeon may encounter some difficulty getting his 
wrist through the opening, it is of short duration for 
after the heart has been squeezed a few times a self- 
retaining retractor can be placed which will provide 
room for the hand. Shaving the precordium, cleansing 
the skin, draping the chest, and the condition of sur- 
geon’s hand, gloves, and gown are forgotten. With 
the proper preparation for resuscitation before the 
crisis occurs, aseptic technic is already on the scene. 
Flaws can be taken care of after the heart has been 
massaged. The attention of surgeon and anesthetist 
should first be directed toward determining whether 
the lungs are expanding well with inspiration and going 
down nicely with expiration, because good expansion 
of the lungs is essential. 

The best method for massage of the heart must 
be decided by the surgeon. The most usual one is to 
place the fingers beneath the heart and squeeze the 
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heart against the sternum. Massage can be carried 
out in some cases by placing the palm and fingers of 
the right hand beneath the heart and two fingers of 
the left hand in front of it. The massage should 
empty both ventricles. 

Although the heart does not fill quickly enough to 
enable one to massage it as rapidly as it normally 
beats, the rate of approximately 60 to 70 per minute 
is possible and will produce blood pressure of 60 to 70 
mm. mercury, which is adequate to protect the brain. 
Higher blood pressure can be produced by manual 
massage after epinephrine has been injected into 
the heart. 

The pericardium prevents the hand from getting 
under the heart satisfactorily in some cases. In such 
cases the pericardium should be cut rapidly from one 
end to the other. The phrenic nerve lies well over to 
one side. 

Restoration of the Heart Beat.—As a rule the 
heart requires little encouragement ; sometimes it starts 
to beat as soon as it is massaged. The ease with which 
the beat is often restored brings into tragic relief the 
failure if action has not been quick enough to save 
the brain. 

When resuscitation is begun it is not known 
whether the heart is in ventricular asystole or ventricu- 
lar fibrillation. Since the procedure differs according 
to the conditions, the surgeon must stop the massage 
momentarily and observe the ventricles. In the absence 
of fibrillary movements it can be assumed that the 
ventricles are in asystole. When fibrillary movements 
can be seen, an electrocardiogram should be obtained 
before defibrillation if a direct-writing electrocardio- 
graph is available. If this desirable equipment is not 
at hand, clinical obeservation will serve to determine 
if the heart should be defibrillated. 

Drugs Used: Only two drugs are used, epinephine 
and procaine. They are injected, using a needle that 
is not too large, directly into the right ventricle or into 
either auricle; after the needle is introduced, a little 
blood should be withdrawn to make sure it is in the 
cavity. 

Epinephrine increases the tone of the heart to the 
extent that it is readily felt while the heart is being 
massaged. The heart becomes firm and often begins to 
develop weak contractions promptly. Since epinephrine 
is considered to predispose to fibrillation, it is not 
employed if the ventricles are fibrillating. The general 
rule for dosage is to use the smallest amount necessary 
to produce the physiologic effect which is sought. 
Repeated injections of large doses become increasingly 
ineffective until the heart fails to respond. A single 
injection should consist of 5 to 10 ce. of a diluted 
solution (1:10,000) of epinephrine. The tenfold 
dilution is used to provide a greater quantity of 
solution so that it may reach the entire myocardium. 

Procaine decreases the irritability of the heart and 
thus makes it less susceptible to ventricular fibrilla- 
tion. Because it also reduces ventricular tone, it should 
not be used in any larger doses than necessary—usually 
5 ce. of a 1 or 2 per cent solution for each injection. 
Electric shock by itself does not abolish ventricular 
fibrillation as a rule but it succeeds if the correct 
dose of procaine has been injected before the shock 
is applied. Several injections may be needed. 

Ventricular Asystole: Massage alone may start the 
heart in asystole beating. If it does not, epinephrine 
is injected and the massage is continued. Then beating 
will start if all conditions are favorable. If it fails 
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to do so, respiration should be checked and the move- 
ment of the lungs and the color of the heart observed. 
It should be pink. If after 2 or 3 minutes of massage, 
the heart does not begin beating, epinephrine should 
be injected for the second time. Massage is continued 
after another 5 miinutes; if there is still no beat, 
injection is again repeated. If the third attempt fails, 
an electrocardiogram should be made to rule out the 
presence of ventricular fibrillation. In the absence 
of fibrillation, if beating does not begin after five or 
six injections of epinephrine, faulty aeration of the 
lungs, faulty massage of the-heart, or intrinsic cardiac 
disease is the cause, for the beat can be restored 
in any normal heart. 

The importance of pulmonary movements is again 
emphasized. The lungs must inflate well with each 
inspiration and deflate with each expiration. The 
common causes of failure to restore the heart beat are 
inadequate oxygenation of the blood and inadequate 
discharge of carbon dioxide. A mechanical respirator 
is of assistance in difficult cases. However, the anes- 
thetist can inflate the lungs by squeezing the gas 
bag, and usually this is adequate. It should be re- 
membered that sometimes the heart cannot be restored 
for 1 or 2 hours; in such cases a respirator is almost 
essential. If a closed-oxygen system is used the carbon 
dioxide must be absorbed by fresh soda lime. 

Ventricular Fibrillation: Procaine and epineph- 
rine, together with the application of an electric shock 
to the ventricles, are usually required for defibrillation. 
Human ventricles have been successfully defibrillated 
without electric shock, but in general the method of 
defibrillation requires that steps be taken to abolish 
fibrillation before the coordinated heart beat can be 
restored. Five cc. of a 1 or 2 per cent solution of 
procaine are injected into the cavity of the right 
ventricle and the heart massaged to distribute the drug 
through the coronary circulation. 

Electrodes are then placed on each side of the 
heart in such a fashion that as much muscle as 
possible lies between them and shock applied by closing 
the circuit momentarily. As the current flows through 
the heart the muscle fibers contract and when the 
current is broken the ventricles are either in asystole 
or have resumed fibrillation. In the former case epi- 
nephrine and massage are used as described above. If 
fibrillation recurs the massage is continued, and then 
the procaine and shock procedure is repeated. If 
fibrillation still persists after two shocks, massage 
is continued and epinephrine is used. Administering 
epinephrine in the presence of fibrillation is contrary 
to physiologic teaching, but experience indicates that 
following procaine injection, epinephrine can supply 
the spark which starts the beat after the next shock. 
If the heart still does not start, massage is continued 
and shock repeated. 
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If the heart beat is not restored after three 
attempts the following possibilities must be considered : 
anoxia of the cardiac muscle, retention of carbon 
dioxide, the procaine effect, the epinephrine effect, and 
intrinsic heart disease. Anoxia and carbon dioxide 
retention can be best overcome by the use of a mechani- 
cal respirator (Drinker respirator). Balance between 
the amount and sequence of procaine and epinephrine 
must be struck. Beck repreatedly emphasizes and has 
proved, both clinically and experimentally, that the 
normal heart can be defibrillated and a coordinated 
beat restored, even after a long period. But the 
oxygen system must be restored without delay. 

Closing the Chest.—This technic is routine and 
offers no difficulty to any surgeon. The usual sup- 
portive measures are instituted—intravenous fluids, 
to which epinephrine can be added as blood pressure 
levels drop; an intratracheal tube in situ, with mechani- 
cal respiration continued until the patient is able to 
maintain his own respiration. 

Beck classifies the results following resuscitation 
in five categories: 

(a) Complete recovery of respiratory, cardiac, 
and cerebral functions 

(b) Recovery of respiration and heartbeat, with 
delayed recovery of cerebral function 

(c) Recovery, except for permanent impairment 
of cerebral functions 

(d) Recovery of heartbeat with failure to main- 


tain respiration without mechanical aid 


(e) Temporary recovery of heartbeat but gradual 
decrease of blood pressure resulting in death. 


SUMMARY AND CONCLUSIONS 


1. An exposition of the Beck technic for the 
treatment of cardiac arrest occurring in the operating 
room has been presented. 

2. Success of the method depends upon the co- 
ordination of the resuscitation team composed of the 
anesthesiologist and the surgeon, conditioned by drills 
in the simple but precise technics. 

3. Restoration of the oxygen system is the pri- 
mary requisite, and must be accomplished in 3 to 5 
minutes or cerebral damage will occur. Restoration of 
the heartbeat can be accomplished in minutes or hours 
after the oxygen system has been restored. 

4. Practice drills on dogs have been proved of 
great practical value by the courses offered under 
the auspices of the American Heart Society. 

5. Certain minimal equipment and an emergency 
packet should be a part of every operating room set-up. 
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THE THYROID AND THE NOSE 


For several decades rhinologists and endocrinologists 
have been aware of a relation between thyroid deficiency 
and nasal disease. That the connection between the thyroid 
gland and the nasal cavity is real and not merely fortuitous has 
been confirmed on a number of occasions by various investi- 
gators. Recently Proetz, impressed by the frequency with 
which hypothyroidism suggested itself as a causative factor 
in nasal disease and headache, described his experiences with 
130 patients, all of whom were selected for study because 


the diagnosis of hypothyroidism was reasonably certain, con- 
fusing complications did not exist, and response to thyroid 
extract therapy was demonstrable. A characteristic 


feature was the inability of the nasal cavity to respond to 
conventional therapy. Contrariwise, a high percentage of the 
patients evinced striking clinical improvement after treatment 
with thyroid extract; moreover, when this was withdrawn, 
the offending nasal symptoms recurred.—Editorial, Journal of 
the American Medical Association, June 14, 1952. 
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Many of the health problems which confront man- 
kind today stem directly from his inadequate adaptation 
to the erect posture. Fundamentally, man possesses 
the anatomic structure of a quadruped, but his vertical 
stance imposes innumerable stresses and strains on his 
structure in addition to exaggerated gravitational effects 
to which the quadruped is not subject and for which 
man is not yet biologically prepared. In recognition 
of the importance of these evolutionary problems, two 
articles have recently appeared which also bear impor- 
tant relationships to the osteopathic concept and merit 
the attention of all physicians. In an article entitled 
“The Scars of Human Evolution,” by Wilton M. 
Krogman,' attention is called to the inadequacy of the 
mammalian musculoskeletal structure to the upright 
posture ; the other article, “The Pathologic Physiology 
of the Upright Posture,” by Frederick C. Lendrum,? 
emphasizes the exaggerated gravitational effects upon 
the various organ systems imposed by the vertical 
position, in addition to skeletal or structural inade- 
quacies. It is the purpose of this paper to present an 
integrated review of these two important articles in 
the light of osteopathic thought. 

First, consideration may be given to some of the 
problems that the biped stance creates and to evalua- 
tion of the adaptive steps that man has made to them. 
Gregory® has likened the skeletal system of a quadru- 
ped to a cantilever bridge, pointing out the re- 
semblance of the spine to an arched cantilever 
supported by the four limbs, with the weight of the 
trunk and abdomen suspended from the weight-bal- 
anced vertebral arch. However, when man assumed 
the biped posture the advantages of the cantilever 
system were lost and the vertebral column was com- 
pelled to adapt itself to the new and unaccustomed 
stresses and strains of weight-bearing in the erect 
position. It is interesting to note that the spine of the 
human infant exhibits the same single arched curve 
or “cantilever” as that of the mammalian adult quadru- 
ped; and it is only when the child begins to hold up 
his head, to stand, and to walk that the secondary 
cervical and lumbar spinal curves develop, resulting 
in the S-shaped vertebral column characteristic of 
modern man. With this development originate many 
of the ills and problems that plague him throughout 
his life. 

Further examination of the spine reveals that the 
vertebral bodies have become wedge-shaped, that is, 
thicker anteriorly than posteriorly. As Krogman points 
out, “. . . this allows the vertebrae to pivot on their 
front ends as on hinges, like the segments of a toy 
snake. On the other hand, it also weakens the back- 
bone, particularly in the lower back region, where the 
wedge is most pronounced.” Therefore, in order to 
maintain spinal stability with the vertebral column in 
the vertical position, while still allowing for mobility, 
we have become dependent upon the actions and 
interactions of scores of muscles. The musculoskeletal 
system has been forced to assume a “job” for which 
it was not originally intended and one to which it is 


not mechanically well adapted from a strictly engineer- 
ing viewpoint. Thus have originated numerous and 
frequent structural problems. The lumbosacral area 
becomes a potential area of strain, because of its in- 
herent structural weakness, each time we stoop over or 
lift something heavy. It is no mere coincidence that 
acute structural lesions and herniated vertebral disks 
are so often located in this area, or that “low-back” 
ache and pain are among the complaints most fre- 
quently presented to the physician today. 

On assumption of the erect posture the pelvis 
was forced to become a weight-bearing structure— 
something for which it was never designed anatomi- 
cally. For this purpose it has assumed new positional 
relationships. It has been tilted upward so that it is 
no longer parallel with the spine as in the quadruped. 
The pubes have assumed an anterior instead of an 
inferior position; the ilia have become flattened to 
form the crests of the hips and to help support the 
pelvic and abdominal viscera, while the ischia must 
now bear the brunt of weight in the sedentary position. 
The sacrum has been forced downward between the 
ilia resulting in an unstable relationship from which 
arise the innumerable sacroiliac “problems” so familiar 
to osteopathic physicians. Furthermore, sacral en- 
croachment on the size of the pelvic cavity, with 
narrowing of the birth canal, lays the foundation for 
many obstetrical delivery problems. The burden of 
weight-bearing on the pelvis during childhood growth, 
before ossification of the bones, likewise results in 
numerous pelvic deformities; not to mention the con- 
duciveness of the erect posture, with its exaggerated 
gravitational stresses, to prolapse and retroversion of 
the uterus, dysmenorrhea, and other gynecologic 
disturbances. 

The cardiovascular system has been placed under 
an especially great handicap by our biped stance. It 
has been forced to adapt itself to maintaining an 
adequate circulation in both the erect and supine posi- 
tions complicated by the fact that we often change 
from one to the other in a moment's time. Or, as 
Lendrum? so aptly states, “A man may be regarded 
as an erratic skyscraper which lies on its side until 
the alarm clock rings in the morning, and then abruptly 
stands upright. If there is any failure in the intricate 
automatic adjustment to this sudden change, the most 
sensitive organ, the brain (which unfortunately occu- 
pies the top floor of our metaphorical skyscraper) is 
deprived of needed blood supply.” Furthermore, the 
cerebral circulation must be maintained without the 
benefit of valves in the great veins of the head. How 
to overcome this anatomic problem and maintain an 
adequate cerebral blood supply at high speed aeronau- 
tical maneuvers and thus prevent “blackouts” has 
resulted in much research and experimentation in 
modern aviation in this “jet-propelled” era. 

On the other hand, the gravitational pull on the 
venous columns of the lower extremities, increased by 
the hydrostatic pressure of the veins of the head, neck, 
and trunk, must not only be overcome by the heart, 
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but predisposes the valves and walls of the veins to 
incompetency and stretching and often results in 
varicose veins. Similar anatomic circumstances with 
respect to the portal circulation, which not only lacks 
valves but serves as a connection between two capillary 
systems, makes it especially vulnerable to back pres- 
sure and the production of varicosities in the rectal 
veins, or hemorrhoids. 

Examination of the respiratory system reveals 
that all drainage of the bronchial tree must be upward 
against the pull of gravity; hence we must depend 
upon the action of the ciliated epithelium, coughing, 
deep breathing, or the muscular action of the bron- 
chioles for bronchial drainage. Pulmonary aeration 
has been further hampered by the additional effort 
required for expansion of the thoracic cage because 
of the more acute costovertebral angulation in man 
than in the quadruped. The frequency of hypostatic 
and regurgitation pneumonias as the ultimate cause 
of death in many gravely ill patients is not without 
a logical explanation. Similarly, the annoying condition 
of sinusitis, endured by so large a proportion of 
today’s population, is undoubtedly related to the fact 
that in the erect position the orifices of the paranasal 
sinuses are so positioned as to make drainage by 
gravity virtually impossible; each pair requires a 
different position to effect drainage. 

An area of muscular weakness imposed by the 
erect posture is the abdominal wall, and more spe- 
cifically, the lower quadrants. In quadrupeds the 
weight of the intestinal tract and abdominal viscera 
is distributed along the vertebral arch by their mesen- 
teric attachments; but in the standing posture the 
viscera tend to sag downward into the “pelvic bowl,” 
predisposing to intestinal stasis, constipation, viscerop- 
tosis, venous congestion, pendulous abdomen, severe 
strain on the lower abdominal walls, and the develop- 
ment of hernias. 

One might continue enumerating conditions with 
which the role of the erect posture, with its attendant 
exaggerated gravitational stresses, must be associated. 
Even the feet must bear a greater weight burden in the 
biped than in the quadruped, a fact that must be related 
to flat feet, fallen arches, and other foot ailments. The 
biped posture must also play some part in edema, 
ascites, peripheral vascular disturbances, vascular dis- 
eases, and many other syndromes in the long and 
varied list of ailments which Lendrum? has so appro- 
priately called the “diseases of the upright posture.” 

The relationship of the osteopathic concept to 
these syndromes resulting from man’s inadequate 
structural adaptation becomes at once self-evident. In 
identifying the role of osteopathy in the healing arts, 
Korr* has stated that “the central contribution made 
by the osteopathic concept to the biological sciences— 
the one from which the others flow—lies in the recog- 
nition of the unity of the body. More specifically, it 
lies in the recognition of the complete unity of the 
body, with full reciprocity in the interrelationships 
among all the organ systems—including the musculo- 
skeletal system. Although the principle of the unity of 
the body has long been accepted by biological scientists, 
the musculo-skeletal system, with its investing struc- 
tures, has not, even in modern biological thought, 
achieved adequate reciprocity in its relationships with 
other systems. It is still viewed only as the instrument 
of other systems, subject to their influences and instiga- 
tions—but rarely itself an instigator. The osteopathic 
concept for the first time assigned to this system full 
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and reciprocal membership in the community of organ 
systems.” 

Changes in somatic structures, such as muscular 
rigidity, pain, tenderness, et cetera, resulting from 
visceral pathology, have been observed and recognized 
for many years, as indicated from the statement above. 
Mackenzie® in the latter part of the last century 
observed the presence of tenderness of the vertebral 
spines in specific areas associated with certain disease 
processes in patients. But it remained for Still® to 
express the concept that structural changes in the 
musculoskeletal system might also bear an etiologic 
relationship to disturbed visceral function or disease. 
Therefore, a relationship may be clearly established 
between the stresses and strains on the musculo- 
skeletal system incurred as the result of man’s inade- 
quate evolutionary adaptation to the erect posture and 
the dysfunction or disease of the other organ systems. 
For, although a complete and exact understanding and 
evaluation of the effects of a spinal stress on physio- 
logic mechanisms responsible for the organization of 
the disease process await, even today, further intensive 
research and study, Thomas,’ Korr,* Denslow,® and 
others have shown the existence of a relationship 
between structural deviation and altered functioning 
of the autonomic nervous system as one of the prob- 
able important mechanisms responsible in many disease 
syndromes. 

Recognition of the specific problems originating 
from the exaggerated effects of gravity because of 
the upright posture on the cardiovascular, lymphatic, 
cerebrospinal, genitourinary, pulmonary, gastrointes- 
tinal, and other organ systems have also always been 
a part of osteopathic thought and practice. The very 
early origins of osteopathy, as conceived by Still, 
recognized the necessity and importance of the ade- 
quacy and efficiency of the arterial, venous, and lym- 
phatic circulations. Therapeutic procedures were 
devised and have long been utilized to improve cir- 
culatory deficiencies, enhance lymphatic drainage, 
increase pulmonary ventilation, et cetera, thus mitigat- 
ing the adverse effects of gravity in many instances. 
Manipulative procedures have been devised to correct 
or aid in alleviating the malpositioning of abdominal 
and pelvic viscera, particularly in the correction of 
uterine displacements, dysmenorrhea, intestinal stasis, 
visceroptosis, venous congestion, and similar condi- 
tions, all of which, as previously mentioned, are related 
to the effects of gravity in the bipedal posture. Further 
study and recognition of the relationship of the role 
of gravity with respect to posture, especially on the 
cardiovascular, lymphatic, and cerebrospinal systems 
will undoubtedly bring a better understanding of such 
clinical syndromes as edema, hypertension, peripheral 
vascular disease, headache, and arteriosclerosis. 

Finally, there is another corollary to man’s erect 
stance. The upright position liberated his hands. With 
the development of manual dexterity came the rapid 
development of the brain and cerebral cortex. The 
combination of these processes has provided all the 
material achievements and complexities which modern 
society enjoys. But not without a price, for with 
cortical development, psychic influences have been 
superimposed upon somatic problems creating even 
greater problems of which our understanding is as yet 
only fragmentary. 

Thus it is seen that because of the erect stance 
the effects of gravity on the bodily systems are greatly 
exaggerated. Man is therefore subject to stresses that 
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are not important to the mammalian quadruped and 
for which he is as yet biologically unprepared. The 
influence of these stresses, in conjunction with those 
that have arisen from the human brain, upon the 
health of man is in need of intensive study and investi- 
gation. Within the understanding of these stresses and 
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in the evolvement of corrective and preventive meas- 
ures lie the foundations for the relief and eradication 
of many of our health problems. Toward these objec- 
tives osteopathy has already made significant contribu- 
tions, and through research it promises to make even 
greater contributions in the future. 
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Association of Cervical Joint Derangement with Painful Shoulder 


W. HARGRAVE-WILSON, M.R.C.S. (Eng.), L.R.C.P. (London), D.O. 
Nairobi, Kenya, East Africa ‘ 


The purpose of this paper is to suggest a single 
basic cause for breakdown of the shoulder mechanism 
and to point out that such conditions as subacromial 
bursitis, supraspinatus and bicipital tendinitis, frozen 
shoulder, periarticular adhesive capsulitis, and similar 
conditions all have their starting point and_ basic 
pathology in a lesion between the fifth and sixth 
cervical vertebrae. 


Functionally, movement of the shoulder involves 
four joints: (1) the scapulohumeral, (2) the sterno- 
clavicular, (3) the acromioclavicular, and (4) the 
scapulothoracic. The movement is obviously an ex- 
tremely complex one, but depends fundamentally on 
what has been called the “muscle force couple.” This 
couple is composed of two sets of muscles: first, those 
responsible for abduction, represented mainly by the 
deltoid; and second, the muscles which stabilize the 
head of the humerus in the glenoid fossa, namely the 
infraspinatus, teres minor, and subscapularis. Any 
lesion which impairs the function of this second group 
and interferes with the downward pull of these muscles 
will allow the humeral head to ride upward on abduc- 
tion so that the space between the acromion process 
and the humeral head is reduced. Reduction of the 
interval between the acromion and the head of the 
humerus will result in pressure on such structures as 
the subacromial bursa, the supraspinatus tendon, the 
biceps tendon, and the capsule of the glenohumeral 
joint. Constantly recurring nipping of one or several 
of these structures on abduction of the shoulder will 
in time produce painful inflammatory reactions and 
limitation of shoulder movements. 


It is suggested that pressure on the sixth cervical 
nerve will so impair the action of the subscapularis 
muscle as to reduce the power of the downward com- 
ponent of the shoulder couple and thereby allow the 
deltoid to pull the head of the humerus upward in 
the glenoid fossa. The common causes of pressure on 
the sixth cervical nerve are: 


1. Herniation of the intervertebral disk between 
the fifth and sixth cervical vertebrae 


2. Synovitis of the neurocentral joint between the 
fifth and sixth cervical vertebrae 

3. Encroachment of osteophytes on the neural 
canal between the fifth and sixth cervical vertebrae 
as a result of osteoarthritis of the neurocentral joint. 

It is significant that of all the joints in the neck, 
that between the fifth and sixth cervical vertebrae is 
the one which commonly shows the above pathologic 
changes. This joint is the most vulnerable because of 
its position at the point of maximum normal cervical 
lordosis, causing it to bear the brunt of any trauma to 
the neck. It need not be pointed out that the fifth and 
sixth are the two vertebrae most commonly involved 
in a crush fracture of the body of cervical vertebrae ; 
it is accordingly reasonable to assume that this area 
is more prone to injury than the rest of the neck. 

The following train of events is envisaged. 
Trauma, either single or multiple, will result in degen- 
erative changes between the fifth and sixth cervical 
vertebrae, and these changes, in turn, produce either 
pressure on, or distraction of, the sixth cervical nerve 
root. It has been demonstrated by electromyography 
that when there is pressure on a nerve, the muscle 
supplied by that nerve fails to contract normally and 
indeed may show weakness amounting almost to 
paralysis. The parts of the subscapularis and infra- 
spinatus muscles which are supplied by the sixth 
cervical nerve begin to fail in their function of holding 
down the head of the humerus in the glenoid fossa, 
and the stage is set for a reduction in the acromio- 
humeral space and resultant nipping of the intervening 
structures. The patient complains of pain, weakness, or 
limitation of movement of the shoulder. He may or 
may not show well marked signs of root pressure, such 
as areas of altered sensation, corresponding to Kell- 
gren’s' chart of segmental distribution of deep pain, 
altered tendon responses, or weakness of certain 
muscles. However, he will invariably show an altered 
scapulothoracic rhythm on abduction. This altered 
scapulothoracic rhythm manifests itself as a_ slight 
bunching of the shoulder muscles or a pronounced 
hitch on abduction, but may, if severe, produce com- 
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plete locking—the so-called frozen shoulder. Palpable 
tension and tenderness in the spinal muscles will be 
elicited, guarding articulation between the fifth and 
sixth cervical vertebrae. An x-ray of the cervical 
spine, including oblique views, will often reveal a re- 
duced disk space and encroachment of osteophytes on 
the neural canal. A significant radiologic finding on 
the lateral view in young people is a localized flattening 
of the normal cervical lordosis, confined to the fifth 
and sixth cervical vertebrae. Lateral views of the 
neck in full flexion and full extension will often 
show that the fifth and sixth cervical fail to follow 
the rhythm of the other cervical vertebrae. These ex- 
posures are not routinely necessary. The presence or 
absence on the x-ray of an area of amorphous calci- 
fication in the supraspinatus tendon or one of the 
bursae in no way influences the prognosis ; spontaneous 
absorption of these areas occurs at a rate equal to 
restoration of normal shoulder rhythm. 

It is hardly necessary in THE JoURNAL, to point 
out that the treatment of choice is osteopathic manipu- 
lation of the vertebral joint in an attempt to free the 
involved nerve root. The manipulation should be 
specifically planned to gap the joint on the involved 
side and by restoring joint play release the muscle 
spasm guarding the cervical articulation. Manual trac- 
tion alone will often be helpful in opening up the 
neural canal. Sometimes a plaster collar ‘is indicated 
in order to immobilize and splint the cervical spine, 
when the underlying pathologic process is one of 
synovitis of the neurocentral joint. The amount of 
shoulder abduction should be measured accurately and 
recorded in degrees before and after treatment. If 
abduction is increased by 10 degrees after manipulation, 
a favorable prognosis can be given. Many times the 
range of abduction is dramatically restored to normal 
after a single manipulation. 

Attempts to mobilize the shoulder at this stage 
by passive manipulation will not only prove futile but, 
by nipping the structures in the acromiohumeral space, 
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may do harm. In a case of long standing, it may be 
necessary to break down adhesions in the glenohumeral 
joint under anesthesia, but this should only be done 
some weeks after the cervical spine has been dealt 
with. In practice it will be found that most patients 
will gradually break down their own adhesions once 
the shoulder couple has been restored. If manipulation 
of the shoulder under anesthesia is decided on, rota- 
tion must be restored before any attempt is made at 
forceful abduction. It is my opinion that manipulation 
of the cervical spine under anesthesia is to be avoided. 
Even in skilled hands a disk herniation that presses 
on the pyramidal tracts can easily occur. 

It is my belief that the cause of many breakdowns 
of the shoulder joint is to be found in the cervical 
spinal joints and that it behooves the osteopathic physi- 
cian to find the cause, fix it, and leave it alone. This 
advice of Andrew Taylor Still seems to me to suit my 
hypothesis well. It is also germane to my argument 
to eschew false prophets who would have us remove 
the acromion process in order to release pressure on 
the structures in the acromiohumeral space. A diag- 
nosis of supraspinatus tendinitis goes only half way 
in describing the pathology of painful shoulder. 


SUMMARY 

In the writer’s experience : 

1. The commonest basic cause for breakdown in 
the shoulder mechanism is a lesion between the fifth 
and sixth cervical vertebrae. 

2. Such a lesion, by pressing on the sixth cervical 
root, will upset the downward component of the 
“shoulder muscle couple,” and, by allowing the head 
of the humerus to rise in the glenoid fossa, produce 
nipping of the structures in the acromiohumeral space. 

3. The treatment of choice is osteopathic manipu- 
lation of the cervical spine to free the nerve root. 

4. Andrew Taylor Still’s advice to trace the pa- 
thology to the spine, then fix it, and leave it alone is 
as sound today as it was 75 years ago. 
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PSYCHOLOGICAL PROBLEMS OF AGING 


Aging is a universal, continuous and insidious process, 
beginning with conception and ending with death. What is 
understood as “old age” or “growing old,” in terms of struc- 
ture and function, may be observed in one person in his 
earlier years, and in another many years later; or it may 
manifest itself locally in special organs such as the heart, 
kidneys, brain, eyes, ears, or skin, in an extremely irregular 
and variable fashion. Growth and repair, atrophy and deteriora- 
tion, are constantly in evidence at any age level and differ 


in intensity and rate from one person to another so that it 
becomes most important always to consider biological as well 
as chronological age. Some persons are old and worn out in 
adolescence, while others may be old in years and still quite 
active and useful. Age should, therefore, be considered in 


terms of structural, physiological, behavioral, intellectual, and 
emotional factors, and only then can judgments be made 
of true biological age in contrast to chronolgical age—Alex- 
ander Simon, M.D., California Medicine, August 1951. 
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The Cardiac Management of the Surgical Patient* 


BASIL HARRIS, D.O. 
Los Angeles 


When surgery is contemplated the problem con- 
fronting the internist is the consideration of the 
patient’s history and presenting symptoms and/or 
findings indicative of disturbed cardiac function. Im- 
mediately when such a problem must be evaluated 
it becomes threefold in nature. The need is for a 
team composed of the internist, the anesthetist, and 
the surgeon working in unison to afford the patient 
the best prognosis. Each doctor has his own individual 
function to perform but complete cooperation is essen- 
tial to give the patient the very best care. The role 
of the internist in particular has many ramifications. 

First it becomes imperative that the internist give 
his aid in determining whether the problem is definitely 
a surgical one or whether the picture presented is due 
to the cardiac disorder itself. Many cardiac affections 
present features which make them similar to, and 
confused with, acute surgical abdominal emergencies. 
Mention should be made of a few of the most common 
of these conditions which may complicate the picture. 
Acute coronary thrombosis may well present a picture 
mistaken for acute renal colic, acute gallstone colic, 
perforated peptic ulcer, or acute’ pancreatitis. Peri- 
carditis or pneumonia in children may simulate acute 
appendicitis. Acute rheumatic fever may be mistaken 
for an attack of cholecystitis. There is no specific test 
for either condition and at times it may be advisable 
and necessary to perform an abdominal exploration 
to be sure of the diagnosis. As Levine’ has said, 
“|. it is safer to find an occasional normal appendix 
than to overlook appendicitis that develops into a fatal 
peritonitis.” At times it may be most important for 
the internist to use his best diagnostic acumen to 
detect the etiology of an acute abdominal emergency 
arising because of an embolism to one of the abdominal 
viscera. Frequently the cause may be a cardiac diffi- 
culty such as mitral stenosis, auricular fibrillation, and, 
at times, subacute bacterial endocarditis. The impor- 
tance of an accurate diagnosis in such individuals 
becomes paramount. 

Secondly, it is the duty and responsibility of the 
internist to determine whether the prognosis of the 
cardiac condition is good enough to subject the patient 
to major surgery. In such cases a determination must 
be made as to whether the life expectancy of the 
particular patient suffering from heart disease warrants 
undertaking the contemplated surgery. Only in the 
most urgent cases should one consider doing major 
surgery on patients with advanced heart disease. 

A third consideration which is of very great 
importance has recently been given unusval stress; 
that is, the insistence that the internist, the anesthesi- 
ologist, and the surgeon be familiar with the operative 
mortality in various cardiac disorders. Later in this 
paper I will give some conclusions that were reached 
because of Levine’s' intensive review of 414 cases 
subject to 494 major operations. 

The role of the anesthesiologist ties in very closely 
with that of the internist and if the anesthesiologist 
is to do his best he must acquaint himself thoroughly 
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with the cardiac status, the over-all physiologic state, 
and particularly the cardiac reserve of the individual 
patient. 

With this information obtained in conjunction 
with the internist, the next step is for the surgeon to 
familiarize himself with the condition of the patient 
and to aid in the plan of procedure. The surgeon 
certainly is not directly responsible for the treatment 
of the cardiac pathology or for the management of 
the patient during the administration of the anesthetic 
but within his province lies the task of minimizing 
surgical shock. He must recognize the necessity of 
working with gentleness and caution so as not to add 
to the strain of the heart. In this respect the surgeon 
must hold the blood loss to an absolute minimum. He 
must avoid unnecessary traction and visceral stimu- 
lation and he should be skilled in the use of local anes- 
thesia as a supplement when indicated. It has been 
said that the surgeon and anesthesiologist should work 
in close cooperation so that they are working for the 
welfare of the patient whose prognosis is directly pro- 
portionate to the understanding each has for the other’s 
tasks and difficulties. 

A presurgical study or evaluation of the patient 
must be conducted in order to arrive at a conclusion 
as to whether the patient is a good or a poor surgical 
risk. There is a quotation by Lord Moynihan that is 
most pertinent in this respect. “Surgery has been 
made safe for the patient. We must now make the 
patient safe for surgery.’ 

To evaluate properly the heart in relation to 
surgery a searching and systematic history must be 
obtained. First, a detailed account of the patient’s 
present illness should be secured, including the onset 
of the symptoms and any antecedent factors that may 
have caused a predisposition to the present illness, 
taking into consideration the patient’s previous health. 
This latter determination is particularly pertinent to 
and important in determining the amount of cardiac 
reserve the patient may have. In this respect it is not 
enough to diagnose qualitatively, as it were, the lesion 
from which he suffers. It is necessary to determine 
the extent and the damage that may have been brought 
about by perversion of normal function. The more 
complete the picture both clinically and from the stand- 
point of pathologic physiology, the greater the proba- 
bility of averting operative complications. 

_ Next, the present complaint which seems to re- 
quire surgery must be considered. A study of the 
symptoms should be made to determine whether they 
are functional or organic. It has been estimated that 
essentially 85 per cent of all cases presented for general 
surgery may have symptoms that call for careful pre- 
operative consideration. Relatively few of these have 
organic difficulties. All cardiac disease entails extra- 
surgical risk. However, patients with cardiac condi- 
tions that have been and are fully compensated pre- 
sent only about 5 per cent increased risk. The reason 
patients with organic heart disease entail extra risk 
is that cardiac functional reserve is diminished. As a 


rule, however, patients with heart disease stand surgical 
procedures fairly satisfactorily when handled by a 
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team such as I have outlined. A study of the physical 
findings will make it possible to present a worth-while 
prognosis. 

Mention should be made first of some conditions 
affecting all patients when surgery becomes necessary 
and especially the patient who may have some cardiac 
pathology. Surgical manipulation of an infected area, 
as in oral sepsis, may precipitate subacute bacterial 
endocarditis in patients with valvular or congenital 
heart disease. Respiratory infections, active or sub- 
siding, may contribute to difficulties ; marked dehydra- 
tion may do likewise. Obesity is a factor to be 
considered.. In obese patients one must search for 
diabetes mellitus, hypothyroidism, arteriosclerosis, 
hypertension, renal damage, avitaminosis, and, last but 
not least, anemia which may be a very important 
factor. The aged and cachectic not only tolerate sur- 
gery poorly but also tolerate preoperative medication 
poorly. However, in the appraisal of any patient and 
particularly the aged, the patient’s physiologic rather 
than chronologic age is the important consideration. 
Thyrocardiac patients withstand operation surprisingly 
well if they are properly prepared. 

The arrhythmias have always been a most disturb- 
ing factor. In general, the condition of the myocardium 
rather than arrhythmia is the prime factor. Myocardial 
damage is indicated in the presence of a heart showing 
the strain pattern, gallop rhythm, pulsus alternans or 
bigeminus, ventricular tachycardia, or any type of 
heart block. One or a combination of these findings 
should serve as a sign of increased risk. According to 
Levine’ those cardiac disorders causing the highest 
mortality during and following surgery are coronary 
thrombosis, heart disease with nephritis, congestive 
heart failure, and angina pectoris. I believe that 
cardiologists generally are in accord with these con- 
clusions. Ovid O. Meyer® stated “. . . it is the ability 
to withstand the stress and strain of daily life, the 
carrying on of one’s occupation, walking and _ stair 
climbing, and other mental and physical activities that 
are the most helpful evidence of the heart’s functional 
condition.” 

Next we come to consideration of the anesthesi- 
ologist and the anesthetic. It goes without saying 
that the anesthetist must be skilled—familiar with the 
management of the anesthetic. The induction of the 
anesthesia must be relatively rapid so that excitement 
and struggling may be kept at a minimum. Adequate 
oxygenation must be maintained and the elimination 
of carbon dioxide must be managed in an efficient 
manner. It would seem, certainly, that it is the anes- 
thetist and not the anesthetic that is most important. 
However, there are some types of anesthetics that are 
more applicable to certain cardiac conditions. In this 
respect some generalization regarding anesthetics may 
be in order. 

Chloroform, for instance, is extremely toxic to the 
circulatory system. Ethyl chloride is essentially as 
toxic as chloroform. Vinyl ether is less toxic to the 
circulatory system but is quite toxic to the liver. 
Nitrous oxide tends to cause quick asphyxia; thus the 
cardiac, particularly the arteriosclerotic group and 
nervous individuals may be adversely affected. Cyclo- 
propane slows the heart; thus the conduction mecha- 
nism may be affected. Any cardiac irregularity may 
be ‘aggravated by cyclopropane. Avertin depresses 
the respiration and tends to lower the blood pressure. 
In those patients with severe organic cardiac disease, 
other things being equal, local or regional anesthesia 
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is preferable to general anesthesia. Local or regional 
anesthesia used in conjunction with the judicious 
administration of sedatives and narcotics, and, at times, 
a small amount of nitrous oxide oxygen, provided 
the oxygen is not reduced below 20 per cent, makes 
for better anesthesia. Low spinal anesthesia for opera- 
tions below the abdomen is also fairly safe. Frequently 
of course the type and extent of the operation or the 
apprehension of the patient makes a general anesthetic 
the most desirable. If the anesthetist is inexperienced, 
ether is the preferred anesthetic. One can again add 
the note that it is the skill of the anesthetist that seems 
to be of primary importance. 

Surgery having been decided upon, some phases 
of preoperative management require attention. Cardiac 
arrhythmias have always given physicians much con- 
cern. Recently Pronestyl (procaine amide) has been 
available for both intravenous and oral use. Although 
this drug is a myocardial depressant it has a great 
deal of “safety factor” and is most useful in supra- 
ventricular tachycardias. Quinidine is becoming in- 
creasingly popular. It has been used, notably by 
Tovell and Steven* 24 hours preoperatively and fol- 
lowed by a dose 1 hour prior to the anesthetic. It 
is chiefly beneficial for ventricular tachycardia and 
some cases of auricular fibrillation. Auricular or 
ventricular flutter may respond rather readily to quini- 
dine. However, because quinidine sulfate may render 
a susceptible heart more irritable, thus predisposing 
it to ventricular fibrillation, its use should be under- 
taken cautiously. 

Blood volume is another preoperative considera- 
tion. Many chronically ill patients with normal hemato- 
crit values have diminished cell volume. Adequate 
oxygenation is entirely lacking and they may be said 
to be in a form of “chronic shock.” Fluid administra- 
tion utilizing whole blood, blood plasma, dextrose, and 
isotonic sodium chloride will often prevent shock or 
combat it once it is established. However, the system 
must never be overloaded with fluid. Serious sequelae 
such as pulmonary edema or acute cardiac decompen- 
sation may result. 

Patients presenting any break in cardiac compen- 
sation should have compensation restored before coming 
to surgery. This may mean complete digitalization with 
the establishment of a definite maintenance dosage. 


As osteopathic physicians we will be concerned 
with detailed spinal evaluation of the preoperative 
patient. As we all know, important information may 
be gleaned by a study of the soft tissue state. Inter- 
ference with lymphatic drainage is readily discerned 
and readily facilitated by osteopathic manipulative 
measures. Tensions from the slightest to the most 
marked may be determined by skillful palpation. 
Osteopathic segmental lesions should be detected ; they 
will be invaluable in the diagnosis of the patient's 
condition. Corfection of lesions in some instances has 
precluded the necessity of surgical measures. Again, 
correction of osteopathic spinal lesions may make the 
patient safer for necessary surgery. Postoperatively, 
osteopathic manipulative care in many, if not most, 
cases not only aids materially in making convalescence 
easier but also promotes the healing process. 

As osteopathic physicians and surgeons the im- 
portant thing is to keep in mind, first, that definite 
bony lesions exist which disturb function; second, that 
function is primarily disturbed by the effect of the 

(Continued on page 563.) 
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MEDICINE AND THE BOYCOTT 

In early June, 1952, a local controversy, between 
osteopathic physicians and doctors of medicine in Bay 
City, Michigan, over hospital use developed news 
interest to the degree that the problem was aired 
nation-wide through the Associated Press. But “the 
battle,” as it was termed by journalists, has more 
than its sensational aspects. The controversy has 
involved ethical and moral values that are age-old. 

The immediate issue is a sore point to the osteo- 
pathic profession. Bay City General Hospital is a 
municipal institution, considered as a department of 
the city under the supervision and control of the City 
Commission. Early in 1952 City Attorney Bernard 
A. Frasik ruled that the General Hospital was a public 
supported institution and that osteopathic physicians 
could not be excluded from the use of its facilities. 
Frasik stated that the problem might not be harmonized 
without court action. He advised the Commission if 
osteopathic physicians were excluded it would be with 
the idea that they could press for legal determination, 
implying that might be the most effective way to 
settle the problem. 

The City Commission, however, resolved that the 
public welfare could best be served if each professional 
group would appoint a committee and by interprofes- 
sional means attempt to reach an agreement in the 
dispute. The Commission warned in the event of non- 
agreement, it had no legal grounds to bar osteopathic 
physicians from the hospital. The Bay County Associa- 
tion of Osteopathic Physicians and Surgeons by 
resolution requested the city commissioners to turn 
over a section of the General Hospital for their 
exclusive use. Hobert C. Moore, D.O., First Vice 


President of the American Osteopathic Association, 
was the spokesman for the local osteopathic association. 
Dr. Moore stated that the osteopathic group could 


operate such a section of the General Hospital with a 
profit to the hospital and in the interest of a concerned 
citizenry. City manager, George MacPhail, the ad- 
ministrator for the City Commission, claimed that 
admission of osteopathic physicians under any plan 
would cause “irreparable damage” to the hospital and 
result in “serious consequences.” 

Early in the controversy it became apparent that 
the Bay County Medical Society had no intention of 
attempting any solution through a joint committee 
study. The position of the local M.D.’s strictly pre- 
cluded any attempt at interprofessional agreement, as 
requested by the city commissioners. Almost imme- 
diately the Medical Society threatened to boycott 
General Hospital if the Commission voted not to ex- 
clude osteopathic physicians and surgeons, and empha- 
sized that the seventy-member medical staff would 
resign en masse. 

After 3 months the controversy reached an im- 
passe. On June 10 the City Commission voted 5 to 4 
to authorize the use of General Hospital by the 
osteopathic group. Doctors of medicine put their threat 
into execution, by starting a boycott of the institution. 
They discharged their patients or removed them to 
Mercy Hospital, a 200 bed semipublic institution. No 
new admissions were made to the General Hospital 
by M.D.’s. The technical and nursing staff, however, 
for the most part remained. Immediately the Michigan 
Osteopathic Hospital Association rallied its forces 
and proceeded to form an emergency twenty-five-man 
staff to render needed professional service at the 
municipally owned institution. The rapidity with which 
organized osteopathy in Michigan met the situation is 
in itself ample evidence of the professional strength of 
osteopathy in that state. 

But the force of superior numbers triumphed. On 
June 16 the city commissioners rescinded their earlier 
decision to open the municipal hospital to patients of 
osteopathic physicians and by a reversed voting ratio 
closed the hospital to. osteopathic patients. 

At the same time that this crisis at Bay City was 
in progress, the American Medical Association was 
holding its 101st annual meeting in Chicago. With no 
direct relation to the local problem in Michigan, and 
probably largely unaware of it, it is reported in the 
press that the House of Delegates of the A.M.A. moved 
that a committee should be named from their Board 
of Trustees to work with a committee from the A.O.A. 
on the problems of medical education as they relate to 
osteopathic colleges. The action of the A.M.A. House 
of Delegates, however, highlighted the Michigan con- 
troversy, revealing that it possessed an import greater 
than that of a sensational battle between local factions. 
Newspaper reporters at the Chicago meeting were 
quick to pick up an apparent defection at a high 
level in A.M.A. ranks. A.M.A. officialdom was ques- 
tioned on the possibility of an apparently new A.M.A. 
policy and its relationship to the Michigan fight. Their 
spokesman advised a leading Chicago newspaper that 
organized medicine at the national level had no policy 
on osteopathic physicians and that all such problems as 
the one in Bay City could only be “handled strictly by 
local societies.” 
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The action of the House of Delegates relating to 
the osteopathic profession, while coincidental, made 
evident the fact that the Michigan episode involved 
more than local issues, more perhaps than was recog- 
nized by the participants themselves. 

The significance of the Bay City fracas goes 
beyond that of justice to osteopathic physicians and 
their right to serve the public in a public institution, 
and it over-reaches those self-annointed and_self-ap- 
pointed guardians of the public health of Bay City, 
the local medical society. Fhe significance lies in the 
duty which each group owes to the public welfare 
of the entire community, irrespective of sectarian dif- 
ferences and partisan claims. Bay City properly made 
the headlines, not because a ‘war’ was on and war is 
always news, but because there are present in this 
issue values beyond medicine itself, values that lie 
in the realm of moral philosophy and ethics. The 
concrete issue centering around the use of the Bay 
City General Hospital is in a world of relatively pon- 
derable facts and necessarily must be settled upon that 
basis. But neither of the parties to the controversy 
dares ignore the fact that any action taken ultimately 
ends within the world of the imponderables. 

Newspaper coverage in Bay City has been factual, 
objective, and accurately analytical. Editors sensed 
that the issues being debated were beyond men or 
groups of men. The Detroit Times for June 16, 1952, 
analyzed the situation for its readers in an editorial 
which administered a stinging rebuke to those who 
were responsible for the strike against public welfare. 

The Bay City General Hospital is a publicly-owned insti- 
tution. Regardless of merits of the battle between them, 
osteopaths have the same licensed rights as healers by state 
law, as have the doctors of medicine. Legally, they have the 
right to practice in a public hospital. 

Neither a doctor of medicine nor his patient is harmed 
the least because a doctor of osteopathy may be treating a 
patient in the next room. 

Those who most vehemently have protested attempts to 
legislate against doctors now find doctors attempting to 
suppress osteopaths. 

The cause of medicine is not, we fear, being advanced 
by the Bay City boycott. 

Even more, the age-old heritage of medicine was 
endangered by the precipitate action of a responsible 
organization. In a foreword to “The Ethical Base of 
Medical Practice,” J. Howard Means, Jackson Pro- 
fessor of Clinical Medicine, Harvard Medical School, 
points out the doctor may be worthy of praise indi- 
vidually, “but when he organizes he falls far short 
of it.” In this day of increasing organizational power 
and decreasing individual influence, this truism may 
present a dangerous dilemma for medicine. It has 
never been better illustrated than by the Bay City 
incident. 

As a result we must give consideration to a newer 
line of development. Henry Sigerist, in his “Medicine 
and Human Welfare,” says “Medicine was originally 
a private relationship between physician and _ patient. 
What happened between the two did not concern 
anybody else.” The increasing interrelationship be- 
tween physicians and patients on one hand and society 
on the other is almost transforming medicine into a 
social institution in which the responsibility of doctor 


Journal A.O.A. 

July, 1952 
and patient alike to society is becoming a matter of 
primary concern and medicine is moving more and 
more into a position of total responsibility to the 
people. The medical practice of tomorrow will be 
organized around a health center, where disease can 
be checked before it strikes. On this basis, Sigerist 
has pointed out, medicine like education will ultimately 
become a public service, although a service which does 
not necessarily involve the present bogy of “socialized 
medicine.” 

The problem at Bay City developed to such a 
degree that little cognizance was taken of medicine’s 
first responsibility, its duty to the public. Light was 
not engendered by the controversy, only heat. Or- 
ganized medicine as represented by the Bay County 
Medical Society elected to strike against the public 
interest. It refused arbitration and applied coercive 
measures to the degree that the public health was 
endangered. 

The same situation can arise again, under other 
circumstances, but presenting the same problem. Oste- 
opathy has become much more than a minority school 
in medicine. It has become the second majority 
school. No such action as evinced at Bay City will 
ultimately prevent this responsible section of American 
medicine from fulfilling its duty to the public. Any 
group or groups that see the problem otherwise have 
not been kept informed. It is no longer a question of 
whether or not they like it, as individuals or as a group. 
It is a question of reality. 

A spokesman for the A.M.A. dismissed the prob- 
lem as one over which it had no control, stating that 
such a problem must be solved at the local level. That 
is true. It is equally true that the American Osteo- 
pathic Association could not directly intervene in this 
matter. 

Organized medicine, however, be it allopathic or 
osteopathic cannot so readily escape responsibility upon 
a high level. Its responsibility is to guide, advise, 
temper, and forestall. Removed, as both organizations 
are, from the immediacy of any specific problem, both 
are in a position for a judicious leadership in which 
the public responsibility of medicine is placed fore- 
most in the minds of the members. It is not too much 
to expect national organization to work together in 
fields of mutual responsibility. If they do not, judg- 
ment will be upon them and the public will be caught 
between what to it is a sectarian controversy. This 
it will not condone. 

The American people will look to organized medi- 
cine represented by the A.M.A. and the A.O.A. for a 
leadership that will forestall future strikes against 
human welfare. Neither organization has a_ problem 
that concerns both that is so paramount as. this. 
Truly, “The cause of medicine [was not] advanced 
by the Bay City boycott.” Medical organizations can 
justify their existence only to the degree that they 
do advance the cause of good medical care. But the 
American public must be convinced that both organiza- 
tions are dedicated to that effort. 


In its Constitution the American Osteopathic 
Association states as its primary object promotion of 
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the public health. Community after community, nation- 
wide, look to the osteopathic profession for a medical 
care that does not place selfish interest and sectarian 
adherence first. Again, organized osteopathy pledges 
its membership to a cooperative effort with any other 
group so dedicated. 


OSTEOPATHIC RESEARCH—ITS SCOPE 


There are two methods to pursue in developing a 
service to one’s fellows. One may pursue the course 
inherent in the phrase “By their works ye shall know 
them,” which, while empiric, has much to commend 
it, or one may follow the path of reason and seek to 
justify one’s actions. The learned professions have 
generally elected the latter while the arts have relied 
on the former. Medicine is on the horns of a dilemma 
and tries to keep astride the fence. But having chosen 
to be rational while at the same time being artful, it 
must submit to self-examination and be critical of its 
practices. The osteopathic school of medicine can not 
rest on the assurances afforded by the results of its 
search into the intricacies of operation, excellent as 
those have been. 

Since the tenets of osteopathy rest chiefly on the 
premise of conveyance of “something” from the soma 
to the viscera, an analysis of the features that enter 
into that somaticovisceral transfer—their composition, 
operation, and synergism—must be made. Whether 
it be by interruption or facilitation of neural impulses 
traceable to a “lesion” or whether it be some other 
beneficent influence brought to bear by manipulation, it 
is requisite to inquire into the nature of that “some- 
thing” and to ascertain if possible how it operates 
and what its manifestations are. Preconceived ideas of 
pain and of neuromuscular, segmental, or vertical 
organization of the nervous system must be eschewed 
for it may be found that the conveyance operates 
through neuro-muscular-glandular-circulatory relays 
and has no overt relationship to its manifestations either 
as an etiology or as a therapy. Applicability of the 
research will depend on establishing a connection 
between isolated studies of the transfer and the per- 
verted physiology seen in practice. 

Musculoskeletal reflexes to the viscera have re- 
ceived but slight study. What stimuli under what 
circumstances applied to the frame reach the viscera, 
what happens on the way, and what happens when they 
arrive are questions that are of unique interest to 
osteopathic physicians, to the future of osteopathy, and, 
if the answers are found, to the health and longevity 
of the race and to medicine by that reason. At present 
the interest or incentive to seek the answers reposes 
chiefly with osteopathic physicians. 

The search must seek out the inadequacies of 
the body in defending itself that permit disease to 
prosper. Although workers in research have con- 
sidered it their prerogative to be unhampered in quest- 
ing and unfettered by fiat, they are, nevertheless, bound 
by their interest, by time, by facilities, and they are 
further obligated, to some extent, to carry out investi- 
gations in the field to which they owe their allegiance. 
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Investigators might well be guided by the intention 
to seek those projects which promise to contribute to 
the understanding of factors in the structural relation- 
ships of man, the aberrations or deviations of which 
will lessen his capacity to adjust to, or combat, the 
hazards to survival or to euphoria constantly threaten- 
ing, or to ascertain if possible by what route or process 
manipulation of skeletal tissues fosters the efforts of 
the body to overcome morbidity and delay mortality. 

An endeavor should be made to so relate the 
projects as to ascertain the manner and extent of 
operation of the osteopathic lesion and the response to 
manipulative therapy. This presumes that the lesion is 
not an entity but a link in a chain of events and may 
be the key link (or the weakest link) which not only 
institutes a process leading to disease but the allevia- 
tion of which enables the operation of forces that 
return man to health. For the purpose of this state- 
ment the term “osteopathic lesion” is not limited to 
osseous malalignments nor is it limited to derange- 
ments occurring in the vertebrae or trunk. 

The contribution osteopathy has made and may 
make to general medicine lies with its peculiar recog- 
nition of factors that in some manner and to some 
degree hinder man from making the best uses of his 
resources either in adjusting to his environment, com- 
bating his enemies, or obtaining the most from his 
forage. It is with the identification and operation of 
these strains and stresses to the framework and the 
manner in which they affect the viscera that are of 
chief concern. 

Leonard V. Srronc, Jr., D.O. 
Member, Bureau of Research 


CARDIAC ARREST 


A noteworthy article appears in this issue of Tue 
JouRNAL.* It is noteworthy not because it purports to 
present new or original material, but in that it offers 
an opportunity to osteopathic institutions to acquaint 
themselves with a workable plan for resuscitation of 
patients whose heartbeats have failed during surgery. 

The subject of cardiac arrest has already accumu- 
lated a bibliography, found in the current literature of 
anesthesiology and surgery. Resuscitation of those 
who die in the operating room has even had its inning 
in the popular magazine field.2, The Veterans Adminis- 
tration has made the Beck technic available through 
distribution, upon request, of a bulletin® originally 
designed for use in VA hospitals. The nation’s press 
frequently reports cases of attempted resuscitation in 
the operating room. If followed, such attempts are 
found too often to have been unsuccessful—death 
occurred a few hours later. 

But the evidence is indubitable that cardiac ar- 
rest can be overcome. There is little proof, however, 
that there is any widespread effort in American hos- 
pitals to make available the proper technic of resuscita- 

1. Nagel, L. C.: 


operating room. J. 


The resuscitation 


of patients who die in the 
Am. Osteop. A, 


51:527-530, July 1952. 
Williams, G.: The patient’s heart has stopped. 


Sat. Eve. Post 
224: Aug. 18, 1951, 


3. Beck, C. S.: Treatment of cardiac arrest. 
July 18, 1950. 


Veterans Administra- 


tion Technical Bulletin. TB 10-65. 
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tion to those who need it. In this, as in many other 
matters, acceptance and apathy appear to be the order 
of the day. 

Resuscitation of the patient dying in the operating 
room from cardiac arrest is a simple thing, relatively, 
when undertaken by the Beck technic. But within its 
very simplicity lies the danger of the self-assurance 
of ignorance. First, a few tools are required, kept 
prepared in a packet expressly for resuscitation. 
Second, the surgeon and the anesthesiologist should 
constitute themselves a team} prepared to move with 
rapid, but machine-like precision, once the diagnosis 
of cardiac arrest is made. The Nagel article is an 
exposition in detail of the method of resuscitation. 

Like any team the resuscitation team, once the 
technic is mastered, needs to keep itself conditioned 
by periodic routine drills. Never has the old adage 
of the danger of a little knowledge been better 
illustrated than by the bland assumption upon the part 
of many surgeons and anesthesiologists that when the 
emergency arises, they will be able to meet it—what 
could be easier? The surgeon opens up the thoracic 
cage, the anesthetist administers oxygen, easy! Yes, 
but the patient dies; the old tragedy is accepted, and 
forgotten. And when arrest comes again, the dead hand 
of failure finds the “team” even less ready to act. 

This article is significant in that it is a call 
for preparation by osteopathic institutions to meet 
an emergency that is inevitable in any hospital doing 
surgery. It establishes for the reader the Beck technic 
by one thoroughly versed in its usage. A study of 
the article by our hospital staffs, and in particular 
by our surgeons and anesthesiologists, could result in 
the establishment for our institutions of teams capable 
of administering the technic. And Dr. Nagel has done 
much more than make available information that could 
be found elsewhere. He has seen the technic repeatedly 
demonstrated, has taken the course, and participated 
in the drills. Dr. Nagel has also provided himself with 
the defibrillating equipment. And in cognizance of the 


Journal A.O.A. 

July, 1952 
opportunity afforded him and the social obligation that 
it entails, he offers to demonstrate the technic in any 
osteopathic institution without fee. Certainly, such 
an institution will want to defray the expenses incident 
to the trip from Cleveland to the point of demonstra- 
tion. Arrangements for a teaching demonstration 
should be made directly with Dr. Nagel. 

We trust our osteopathic institutions will not 
manifest the same inertia seen too often in other insti- 
tutions—the lethargy of self-satisfaction. The presenta- 
tion of this article by THe JouRNAL, with the added 
emphasis given to it in this column should be productive 
of action. This opportunity is a most unusual one, 
particularly for our teaching institutions. Credit must 
be given to the Cleveland chapter of the American 
Heart Society for making the Beck course available, 
not only to Clevelanders concerned immediately in 
operating room procedures, but to those individuals 
nation-wide who choose to avail themselves of the 
opportunity. Many have done so, from every quarter 
of America. But special credit should be paid to 
Claude Beck, who has chosen personally to head the 
course and, by lecture and demonstration, point out 
its significance to those enrolled. Dr. Beck stands 
at the peak of his career and at a period in his life 
when he might be expected to conserve his energy, 
both in mind and body. Ample reason could be found 
for such conservation in the continuing development of 
his technic of cardiovascular surgery which in itself 
is sufficiently demanding of time and energy. But he 
chooses to make this contribution, month after month, 
because the conservation of human life is the tradition 
of medicine, and by contact with doctors he lends 
emphasis to that tradition as nothing else could do. 
His own personal sacrifice in itself, however, is 
also another of the fine traditions of medicine. 

A great Roman pontiff said that it was remarkable 
with what little wit a government could be run. Unfor- 
tunately, centuries later, one can apply that very remark 
too often to institutional medicine. 


Notes and Comments 


An article of marked significance to anesthesiolo- 
gists, surgeons, and members of the medical staff re- 
sponsible for postoperative care recently appeared in 
Surgery, Gynecology and Obstetrics.* Obstruction of 
the tracheobronchial tree by mucoid secretions is 
usually warned against in all articles on postoperative 
care, but the authors, in writing on asphyxia develop- 
ing from such an obstruction, point out that it is too 
often unrecognized. Insults to the respiratory system 
keep occurring until a depression of the cough reflex 
occurs; a vicious cycle is produced in which more se- 
cretions are retained, and finally death occurs. Recom- 
mended treatment is aspiration of secretions, and 
immediate bronchoscopy of these patients who do not 
respond to aspiration. Too often the beginning of the 
process can be traced to poor anesthetic technics. 


*Ende, N., and Ziskind, J.: Asphyzia. by tracheobronchial secretions. 
Surg., Gynec. "& Obst. 94:57- 64, Jan. 


Radioactive isotopes have become big business in 
America. A firm dealing in peacetime uses of atomic 
energy was founded in 1946, credited with being the 
first actual business to be built entirely from the by- 
products of nuclear fission. In that year the business 
totaled $30,000. The volume in 1952 is expected to 
reach $4,500,000, and the company is employing 1,077 
persons. They offer isotopes, gauges, and by-products 
for every industry. More than 100 firms are now in 
this new and rapidly growing competitive field. An 
additional health use of radioactive isotopes antici- 
pated for the near future is the sterilization of drugs 
and foods. 

* * 


At least a dozen artificial kidneys are in use in 
various hospitals. Latest development is from the West- 
inghouse engineering laboratories commissioned by the 
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Peter Bent Brigham Hospital, Boston. All artificial 
kidneys are based on the same principle. Each is 
essentially a blood-washing machine to be used when 
a damaged or poorly functioning kidney can recover 
if given a rest. Kidneys handle about 800 gallons of 
blood a day to filter out the urea. The physiologic 
kidney osmosis is taken over by the artificial kidney 
for about 6 hours. In addition to its use in chronic 
and acute uremic poisoning, its use is anticipated in 
sulfa drug, barbiturate, or carbon tetrachloride poison- 
ing and renal failure following surgery. The first 
artificial kidney was made 39 years ago but they re- 
mained virtually unknown until 1947 when New York 
City’s Mount Sinai Hospital made an installation. 
x * 

Evidence that vitamins of the B complex enter 
directly into chemical actions by which the body de- 
fends itself against disease and the physical stress of 
living was presented recently at the annual scientific 
meeting of the National Vitamin Foundation, Inc., an 
industry-supported institution for financing research in 
the nutritional field. Dr. Leonard A. Scheele, Surgeon 
General of the Public Health Service, in an address 
to the assembly stated that nutritional research was 
beginning to bear on our major health problems, in- 
cluding heart disease and cancer. Nutritional research 
that hinged upon the discovery and treatment of frank 


deficiency diseases is in his opinion no longer broad 
enough. An important report was presented by Dr. 
A. E. Axelrod of Western Reserve University to the 
effect that rats deprived of pantothenic acid, pyridoxine, 
and pteroylglutanic acid—B vitamins—were impaired 
in their ability to synthesize antibodies. Dr. Axelrod 
pointed out that the failure of the body to synthesize 
antibodies to meet the challenge of disease might prove 
a sensitive indicator of nutritional status. 


* 

Raisers of chicks and turkeys in the United States 
are. now feeding antibiotics to speed the growth of 
their flocks. The practice may have dangerous results. 
Poultry commonly carry Salmonella which can cause 
food poisoning, enteritis, and typhoidal infections. 
Flocks fed on antibiotics are showing a tendency to 
produce resistant varieties of the parasite, so that the 
organisms will not only poison human consumers but 
be immune to treatment with drugs. Experimental 
evidence shows that it took but 3 days for a bacterial 
population resistant to the drug to appear in such birds. 

* 

An increasing interest in parakeets should alert 
doctors to the possibility of new outbreaks of psittaco- 
sis. Its symptoms are similar to those of influenza and 
pneumonia and may be treated with antibiotic drugs. 
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Applications to Osteopathic Colleges 


LAWRENCE W. MILLS 


Director, Office of Education 
American Osteopathic Association 


Chicago 


For several years Dean William S. Guthrie of 
Ohio State University, Columbus, Ohio, has been 
publishing a manual of information, “Applications to 
the Professional Schools and Colleges,” for faculty 
advisers and counselors of preprofessional students. 
This manual annually analyzes applications to pro- 
fessional schools—medicine, osteopathy, dentistry, vet- 
erinary, pharmacy, law, and optometry. 

The manual for the 1951 fall term points out that 
applications for the various professional schools for 
the academic year 1951-1952 were fewer in number for 
most of the professional areas. Dean Guthrie states 
that the present reduced freshman class enrollments 
in liberal arts colleges show that the supply of profes- 
sional students will be lower as the present smaller 
freshman classes progress through their preprofes- 
sional programs. It is probably reasonable to expect 
that we may return, but for a brief period, to the 
1929-39 conditions, when most of the qualified appli- 
cants were admitted to professional schools and colleges. 

He predicts that there is another period of boom 
enrollments coming in the late 1950’s and after, when 
the increased birth rate beginning in the 1940's will 
reflect itself in college enrollments. 


In 1951 preprofessional students who wished to 
enter colleges of law, pharmacy, and optometry found 
it relatively easy to do so. Colleges of pharmacy re- 
ported a ratio of 1.5 applications to each place in their 
freshman classes. Nine schools of optometry showed 
a ratio of 1.7 applications for each place. The same 
ratio existed in colleges of law. There has been a 
steady drop in the number of applications to colleges 
of medicine from 1947 to 1951. A similar drop of 
applications has occurred in colleges of dentistry. 

Dean Guthrie in the preface to his recent manual 
points out that colleges of osteopathy uniquely have 
experienced a constant interest with little change in 
applications in the past 4 years. 


ADMISSIONS AND APPLICATIONS TO 


Number of Number Number of Ratio of 

Colleges to be Complete Applications 
Year Reporting Admitted Applications to Admissions 
1948 6 496 2,055 4.1 to 1 
1949 6 504 2,188 4.3 to 1 
1950 6 508 2,488 48 to 1 
1951 6 536 2,468 46 to 1 
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It is quite likely that osteopathic colleges will 
experience a decrease in the number of applications 
during the next several years. Most of the osteopathic 
colleges, however, report that for the 1952-53 school 
year applications have kept pace with those for the 
academic year which started in 1951. They also report 
that the quality of applicants is steadily improving. 
More and more of our successful matriculants are 
students who had decided on the study of osteopathic 
medicine prior to entering their preprofessional studies. 
This is due in large part to the fact that the prepro- 
fessional faculty advisers are becoming more and more 
aware of the status of the osteopathic profession and 
its educational program. Many preprofessional colleges 
today are cooperating with osteopathic colleges in the 
combined degree program. After successfully com- 
pleting 3 years of preosteopathic work and the first 
year of professional work in an osteopathic college, a 
student is granted his baccalaureate degree by the pre- 
professional college. A number of selected preprofes- 
sional colleges now include in their catalogs a special 
3-year curriculum, called “preosteopathic.” 

Another reason for the increased educational at- 
tainments of applicants for osteopathic colleges is the 
active interest in vocational guidance and student 
selection, which is being taken by divisional societies 
and many individual doctors. 

It is to be noted that during the past several years 
the percentage of osteopathic matriculants who have 
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completed their baccalaureate degree work or who 
have successfully completed more than the minimum 
requirements of the American Osteopathic Association 
—2 years of preosteopathic education—has steadily 
increased. In the fall of 1951 a little over 70 per cent 
of the 524 freshmen had received their baccalaureate 
degrees. Only 7 per cent of the entering freshmen in 
1951 showed less than 3 years of preprofessional work. 
Three years ago a large number of the applicants to 
osteopathic colleges had completed the bare minimum 
of 2 years of preosteopathic work. The fact that our 
applicants for 1951 and for 1952 show an increased 
amount of preprofessional study and that the number 
of these applicants shows very little change is encour- 
aging to the profession. 

Undoubtedly, as preprofessional college enroll- 
ments dwindle, osteopathic colleges may expect a de- 
crease in applications until 1957. It has been estimated 
that preprofessional college enrollment will reach its 
lowest stage during the school year 1954-55, and that 
from that time on the enrollment trend will be upward. 
By the early 1960’s the number of preprofessional 
students will be as great as it was immediately follow- 
ing the war. 

It, therefore, behooves the profession to keep up 
strong vocational guidance programs at the divisional 
society level, and to see that more and more individual 
doctors encourage high caliber young men and women 
to start their training as osteopathic physicians. 


Notes on Classical Chinese Anatomy 


E. V. ENZMANN, Ph.D. 


Associate Professor of Anatomy 


Des Moines Still College of Osteopathy and Surgery 


Des Moines, Iowa 


The beginning of the Chinese medical science may 
be placed in the age of the soothsayers and fortune 
tellers, who have left extensive records dating back 
approximately 1,900 years before the birth of Christ. 
Most of these writings have been carved on tortoise 
shells and bones, the so-called “oracle bones.” It may 
be assumed that these early magicians had a_rudi- 
mentary knowledge of the mammalian (including the 
human) skeleton, though no human bones have been 
identified in the vast collection of oracle-bearing 
artifacts. 

It is unfortunate that the Chinese came into pos- 
session of an advanced system of philosophy at a 
relatively early period of their history. Confucius, the 
architect of this philosophic system, lived during the 
Feudal Age (Ch’un Ch’iu Period, 722-481 B. C.). 
The ethical concepts laid down in the Confucian teach- 
ings support the family and the state and were in turn 
adopted and supported by the imperial court and the 
learned scholars. The incipient science, as professed 
by the magicians, geomancers, astrologers, alchemists, 
and physicians was scorned by these scholars. 

' The adherents and practitioners of the pseudo- 
sciences were mostly men of lesser intellect; those 
among them who felt the need of a sheltering phil- 
osophy turned to Taoism. Little is known about the 


emergence of Taoism as an ethical doctrine. Later 
students of the cult regard a mythical figure, Lao Tsu, 
as its founder, and they attribute to him the authorship 
of the “Tao Te Ching,” a book containing the basic 
principles of a philosophy which in its pure early 
form demands a return to a simpler life and disclaims 
the worldliness and its complications. The doctrine 
laid down in the “Tao Te Ching” (probably written 
about 240 B. C., or later) was from its inception in 
conflict with the older Confucianism generally favored 
by the imperial court and by the scholars. The oppo- 
sition of the latter to Taoism and to early science 
forced a union between the adherents of Tao with 
the magicians, physicians, and fortunetellers. This 
unholy alliance led to an all around corruption: by 
600 A. D. the pure doctrine of the “Tao Te Ching” 
had become corrupt and was permeated with symbol- 
ism, superstition, and charlatanry. This development 
was fatal for early Chinese medicine and for science 
generally, for everything connected with Taoism auto- 
matically became suspect and was looked upon with 
scorn by the scholars. 

Nevertheless, scientific advances did appear in 
early Chinese history at a slow, but steady rate. An 
accidental discovery was at once relegated to magic 
lore by the scholars and became the property of the 
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Taoists by default. The latter could not do better 
than smothering such advances with a welter of mystic 
speculation. 

Modern Chinese scientists who possess some 
knowledge of the obsolete characters which are so 
frequently employed in the writings of the later Taoists 
and their followers may find a rich reward for their 
labors of sorting the chaff from the wheat; not only 
will they add to a reconstruction of the early classical 
Chinese science but they may unearth hitherto unsus- 
pected valid scientific observations. 


This paper represents an attempt to collate some 
information on early Chinese anatomy by such a 
method of literary research. The material presented 
here is extracted from a manual for needle healers, 
a manual of acupuncture, edited by a certain Chang 
Kwei of Kwei Chi, and printed in Shanghai. The 
treatise consists of two volumes which are divided into 
twelve chapters, dealing mainly with the art of healing 
by means of sticking needles into various parts of the 
human body in order to relieve disorders. Several 
chapters, all well illustrated, deal with gross anatomy. 
No date of publication is given, nor are the various 
anatomic facts and fancies documented in any way 
so as to permit the reader to fix the time of discovery. 
The editor of the manual has had some contact with 
modern Western anatomy, for, interspersed in the 
text, we find several anatomical sketches showing 
manikins with distinctly Caucasian features. There is 
even a crude drawing of a low power section of 
the human epidermis. Obviously the editor desires 
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to impress his Chinese readers with his familiarity with 
Western science. The main body of the book deals 
with diagnosis, treatment, and prevention of diseases 
and with vague historic references. The knowledge 
(or rather lack of knowledge) set forth in the book 
is probably nearly as old as recorded Chinese history. 

Though it is admitted that various physicians of 
later ages (Wu Tai, 907-960 A. D., Sung Dynasty, 
969-1127 A. D., and others) have added their share 
to the body of medical lore, the editor takes pains 
to put the origin of most of the work into the earliest 
period of Chinese history (Han Dynasty, 206 B. C.- 
220 A. D.) or even the era of the mythical Yellow 
Emperor, the supposed ancestor of all legitimate 
Chinese rulers and the fountainhead of all wisdom. 

A passage found in the introductory chapter of 
the manual shows how the editor derives the origin 
and history of the needle treatment from the words 
of the sages of antiquity. The passage quoted here 
records a supposed dialogue between Huang Ti (the 
Yellow Emperor) and the great ancient physician, 
Chi Po. 

Huang Ti: “If you needle for malaria, then what?” 

Chi Po: “There are two types of malaria; the concealed 
and the open one. The concealed malaria causes backache 
and a heavy feeling in the head. Heat and cold alternate and 
the heart beats fast and there is grumbling in the stomach. 
When the heat ends it is difficult to perspire. The patient 
sighs and his appetite is weak. The cold spells are shorter 
than the hot ones and the patient seeks reclusion. Urine passes 
with difficulty. This disease is very serious. The open type 
malaria begins with chills and heavy shivering. The onset of 
the heat comes later than in the concealed type and there is 


profuse perspiration. Cold spells predominate and the patient 
seeks warm places.” 


(The dialogue closes with a description of the 
places where needle punctures must be applied in 
order to treat the two kinds of malaria.*) 

The anatomic data presented in the book deal 
exclusively with the viscera. In each case a diagram 
showing a given viscus is accompanied by an outline 
drawing of a human figure showing where needle 
puncture should be applied in order to relieve a given 
disturbance of the organ in question, Figure 1 shows 
a sagittal section of the human thorax and abdomen. 
Figures 2 and 3 give a ventral and a dorsal view of 
the contents of the thorax and abdomen. The points 
which are of greatest interest to us are those illus- 
trating the strange misconceptions entertained by the 
early Chinese anatomists. 

It is realized clearly that the digestive canal is 
a continuous tube and possesses a number of asso- 
ciated structures. Mouth, esophagus, stomach, small 
and large intestine, sigmoid colon and rectum are 
named, as are the larger digestive glands. The pan- 
creas is not clearly differentiated from the spleen. The 
thyroid and thymus glands seem to be known but 
are not named. It is assumed that there exists a 
functional, if not an anatomic connection between the 
small intestine and the bladder. Thus, close inspection 
of Figure I shows a blind duct which is described in 
the text as originating near the ileocecal valve. It is 
assumed that the urine arises in the small intestine 
by a process of filtration or separation of the solid 
from the liquid matter. 


*The term “malaria” used in this quotation is merely descriptive 
and should not be related to the infection called “malaria” in Western 
medicine. However, the Chinese text employed the characters meaning 
“bad air,” and the English word is derived from the Italian words 


“mala aria,” meaning bad air. 
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Fig. 1 


Fig. 2 


Fig. 3 


The general shape and location of the kidneys 
is given correctly and their anatomic relation to other 
structures is described. The function of the kidneys 
is completely misunderstood. Since the formation of 
urine by filtration from the small intestine seems to 
explain this phase of physiology, a new role must be 
assigned to the kidneys: they are assumed to be the 
primary reproductive organs. The function of the 
testes is not even suspected; the scrotum, shown in 
Figure 2, becomes a superfluous appendage. (Unfor- 
tunately the volume does not contain a description 
of the female generative organs, obviously considered 
too delicate a subject to be discussed in Oriental 
medicine.) The kidneys are connected anteriorly di- 
rectly with the heart and posteriorly with the external 
sex organs. (In Figure 3 the median duct is indicated 
by parallel lines.) The ureter is thus mistaken for 
the vas deferens, the male genital duct. The function 
of the urethra on the other hand is clearly realized 
for the text states that the duct leading outward from 
the bladder conducts both urine and seminal fluid. 
The latter arises by a sort of sublimation from the 
vital fluids which fill the heart. 

Though the central nervous system is not specifi- 
cally described in the manual, the illustration of it 
makes it clear that numerous misconceptions exist. 
The spinal cord is mistaken for bone marrow, the 
number of vertebrae is given as twenty-one, and it is 
assumed that the spinal cord fills all vertebrae. 

The lung is described as weighing 3 pounds and 
3 ounces, and consisting of eight parts, namely six 
leaves (lobes) and two auricles. The location of the 
lungs within the thorax is opposite the third vertebra. 
The connection between the nose and pharynx is cor- 
rectly noted and the tracheal trunk is said to have 
nine rings. The large intestine weighs 2 pounds and 
1 ounce. Its length is 21 feet and its width 4 inches. 
Its inner lumen has a diameter of 1 inch. The ascend- 
ing, transverse, and descending colon are correctly 
described but it is stated that the large intestine has 
sixteen curves. The ileocecal valve is known to the 
early Chinese anatomists. The stomach weighs 2 
pounds and 14 ounces and its length is 1 foot and 5 
inches; its capacity is two liters (as solids) or 1% 
liters (as liquids). The general shape and the main 
subdivisions of the stomach correspond closely to mod- 
ern anatomy. The heart is described as having the 
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shape of a lotus bud. Its weight is 12 ounces. It 
has seven openings and on the inside there are three 
hairs (chordae tendineae). The heart is located within 
the thoracic cavity opposite the fourth vertebra. It is 
filled with a small amount of vital fluid. The bladder 
weighs 9 ounces and its width is 9 inches. It con- 
tains a liter of urine which is filtered into it from the 
small intestine. The lower opening of the bladder 
leads to the external genitalia. 

Kidneys and bladder are called vital organs. The 
kidneys are described as a set of filters through which 
vital fluid passes. Impotency in man is explained as 
dissipation of the vital fluids by the filtering device of 
the kidney. 

“If the circulation is good,” the Canon says, “and there 
is a hundred vessel pulse, the entertainment of such thoughts 
(sexual desire) fans the filter of the kidney; the semen flows 
and collects at the life gate and is ejected from there.” 
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Fig. 4 


Most of the manual is devoted to the exposition 
of the art of acupuncture and its supposed curative 
powers. The presentation is interspersed with Taoist 
teachings, and the lore of the magicians, astrologers, 
and dealers in the occult. The supposed elements— 
earth, metal, wood, and water—are assumed to act 
upon each other to maintain a harmonious balance 
in the body. The points of the compass are related 
to topographic anatomy in a curious way ; for example, 
the liver is on the east side of the body. The domi- 
nant principle of the male (yang) and the submissive 
principle of the female (yin), represented by symbols 
made up of lines and dots, are combined in a mystic 
diagram called Ba-Gua. This instrument is used by 
the physicians to ascertain the most auspicious time 
for performing surgery by acupuncture. Failure to 
follow the injunctions of the Ba-Gua, or misinterpre- 
tation of its symbols, results in lack of response to 
the treatment. Health and disease are explained by 
a theory of balance of the five principal viscera: heart, 
lung, liver, spleen, and kidneys. Major and minor 
shifts in activity of any one of the five major viscera 
influence all the others and cause imbalance and 
illness, just as an upset in the equilibrium of the ele- 
ments produces imbalance in inanimate nature. 
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ISONIAZID 


The Food and Drug Administration on June 4, 1952, 
released one of the new anti-TB drugs for use under close 
medical supervision. The drug is isonicotinic acid hydrazide 
(isoniazid). 

The Food and Drug Administration’s action was taken 
on the basis of clinical and pharmacologic studies reported 
by drug manufacturers in new drug applications, filed under 
Sec. 505 of the Federal Food, Drug, and Cosmetic Act. This 
provision requires drug companies to establish the safety of 
new drugs before distributing them through regular drug 
channels. 

For the present the recommended use of isonicotinic acid 
hydrazide is limited to the treatment of tuberculosis victims 
who are not responding satisfactorily to streptomycin therapy. 
The labels on the manufacturers’ packages will state that it 
is “For use in the treatment of streptomycin-resistant tubercu- 
losis, under close supervision of a physician.” The drug is 
known to have been used effectively in some cases of miliary 
tuberculosis and tuberculous meningitis, which are frequently 
fatal. 

The labels will also bear the legend required by the new 
Durham-Humphrey amendment on all prescription drugs— 
“Federal law prohibits dispensing without prescription.” FDA 
medical officers said that there has not been as yet sufficient 
study to determine the place of the new drug in the treatment 
of tuberculosis. It is estimated that 4,000 tuberculosis patients 
are now under treatment with isoniazid. 


NEW CHIEF OF PHS STATE SERVICES 


Appointment of Dr. Otis L. Anderson as Chief of the 
Bureau of State Services, Public Health Service, has been 
announced by Dr. Leonard A. Scheele, Surgeon General of 
the Public Health Service of the Federal Security Agency. 

Dr. Anderson succeeds Dr. Joseph W. Mountin, who 
died suddenly on April 26. 

A former associate chief of the Bureau of Medical 
Services, Dr. Anderson will direct the broad federal-state and 
interstate programs of the Service. These programs encompass 
most of the public health activity carried on in cooperation 
with the states and with local communities. They include 
work in the fields of tuberculosis, venereal and chronic dis- 
eases, water pollution control, occupational health activities 
and vital statistics, along with the administration of the Public 
Health Service grant-in-aid program to states. 

In addition to its headquarters’ activities, the bureau also 
administers three field stations: The Communicable Disease 
Center at Atlanta, Georgia; the Environmental Health Center, 
Cincinnati; and the Arctic Health Center, Anchorage, Alaska. 

Dr. Anderson, a native of Lincoln, Nebraska, entered the 
Commissioned Corps of the Public Health Service in July, 
1930, upon completion of his internship at the Public Health 
Service Hospital, Baltimore. 


PATIENTS IN STATE MENTAL HOSPITALS 


Overcrowding in many State mental hospitals is continuing 
in spite of new construction, according to the Public Health 
Service of the Federal Security Agency. 

A report, based on a survey by the National Institute of 
Mental Health, shows that nearly 700,000 persons—a figure 
equal to the population of the State of Utah—were patients 
in State mental hospitals during 1949. 

Dr. R. H. Felix, Director of the Institute, said that 207 
State mental hospitals supplied data for the survey. These 
institutions indicated that the degree of overcrowding was 
almost as high as in the preceding year—18.1 percent over 
the rated capacity. In other words, for every 100 beds a 
hospital was designed to provide, there were 118 patients in 
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the hospital. In nine States the hospitals reported 30 percent 
or more overcrowding. 

In 1949 State mental hospitals had only 2,100 physicians, 
Dr. Felix said, including superintendents and interns, to provide 
treatment for the nearly 500,000 patients resident in the hos- 
pitals each day during the year. The shortage of personnel 
continues to be severe among physicians, clinical psychologists, 
psychiatric social workers, nursing personnel, attendants and 
other therapeutic workers. 

For the whole United States, there was a ratio of slightly 
more than three mental patients per 1,000 civilian population. 
The survey indicates southern and western States have rela- 
tively fewer facilities for the mentally ill than northern and 
eastern States. For example, New York took care of 5.6 pa- 
tients per 1,000 population, as compared to 1.7 by New Mexico. 

Copies of the report may be obtained without charge 
from the National Institute of Mental Health, Public Health 
Service, Bethesda 14, Maryland. It is entitled Patients in State 
Mental Hospitals: 1949, Mental Health Statistics Current 
Report IMH-B52, No. 1. 


NEW ASSOCIATE CHIEF OF PHS MEDICAL SERVICES 


Dr. G. Halsey Hunt has been appointed an Assistant 
Surgeon General of the Public Health Service, Federal 
Security Agency, Surgeon General Leonard A. Scheele has 
announced. He will serve as Associate Chief of the Bureau 
of Medical Services, which is under the direction of Dr. Jack 
Masur. Dr. Hunt was formerly Chief of the Division of 
Hospitals. 

The Bureau of Medical Services administers most of the 
direct medical care functions of the Public Health Service, 
managing its twenty-two hospitals located in major seaport 
cities and over 100 outpatient facilities. The Bureau also 
includes the Division of Foreign Quarantine, divisions con- 
cerned with medical, hospital, dental, and nursing resources, 
and is responsible for the administration of the Hospital 
Survey and Construction Act. 

Entering the Public Health Service as a commissioned 
officer in 1936, Dr. Hunt served on the surgical staff of several 
of the hospitals. He came to Washington in 1945 to conduct 
a research study on medical group practice. In 1947 he joined 
the Bureau of Medical Services as Assistant Chief of the 
Division of Hospitals, becoming Chief in June, 1949, succeed- 
ing Dr. Otis L. Anderson, now Chief of the Bureau of 
State Services. 


HEALTH AND WELFARE PLANS 

Action by the Wage Stabilization Board revising GWR 19 
on June 4 permits parties through collective bargaining to 
negotiate health and welfare plans best adapted to their 
particular circumstances and needs, within the general frame- 
work of stabilization principles. 

The statement of considerations accompanying GWR 19 
(Revised) explained: “Health and welfare plans are so varied 
that detailed requirements in terms of benefits, costs, or a 
combination of these and other factors unduly limit the parties 
in their choice of a plan which is best adapted to their 
particular needs.” 

GWR 19 (Revised) retains the provision of the original 
regulation, issued last December, requiring that parties desir- 
ing to establish or amend plans file a report on a prescribed 
form with the Board. The report will be acknowledged and, 
unless the parties are notified to the contrary within 30 days 
after the date of the letter of acknowledgement, they may 
put the plan into effect as of the effective date provided 
in the plan. 

The revised regulation retains a list and definition of 
benefits covered. They are: temporary disability and paid 
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sick leave, hospital expense, surgical expense, medical expense, 
group life insurance, and accidental death and dismemberment 
benefits. Reports of plans providing benefits not specifically 
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listed in the revised regulation, or providing benefits which 
though listed may appear, on preliminary review, to be un- 
stabilizing are treated as petitions for specific Board approval. 


Department of Public Affairs 


JOHN W. MULFORD, D.O. 
Chairman 


Cincinnati 


BUREAU OF PUBLIC EDUCATION ON HEALTH 


JOHN P. WOOD, D.O. 
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Birmingham, Mich, 


ANNUAL MEETING OF THE Me tees | OF 
PUBLIC EDUCATION ON HEAL 


On May 20 and 21, 1952, the Bureau of Public Education 
on Health held its annual meeting at the Central Office of 
the A.O.A. in Chicago. Present were John W. Mulford, 
chairman of the Department of Public Affairs; and the 
members of the Bureau of Public Education on Health, John 
P. Wood, chairman; Forest J. Grunigen, Phil R. Russell, 
Hobert C. Moore, and Carl E. Morrison. Members of the 
official family and the employed staff of the Association were 
also in attendance from time to time. 

This meeting was the first annual meeting of the Bureau 
to be held at a period other than immediately preceding the 
annual convention. The Board of Trustees of the A.O.A. 
had directed that the meeting be held at this time along with 
other Bureau meetings in order that the Bureaus would have 
sufficient time to perform their duties properly and to discuss 
the various problems which arise in the performance of their 
duties. The Bureau of Public Education on Health found 
that the allotment of 2 days, rather than the usual 1 day, 
enabled the Bureau to discuss fully all the different problems 
and matters brought before it and to give adequate considera- 


tion to the operation and development of the public education 
on health program of the profession. 

A brief description of the meeting is difficult. The scope 
and breadth of the discussions and considerations of the 
Bureau cover nearly every aspect of osteopathic education and 
practice. The new licensing law in Kentucky, which defines 


osteopathy as follows: “ ‘practice of medicine or osteopathy’ 
means the diagnosis, treatment or correction of any and all 
human conditions, ailments, diseases, injuries or infirmities by 
any means, methods, devices or instrumentalities,” and which 
recognizes the high quality and character of osteopathic educa- 
tion, was discussed. This law establishes for the first time in 
Kentucky an internship as a prerequisite to licensure. The 
important health laws enacted by the legislature of Pennsyl- 
vania at its 1951 session and which included osteopathic 
participation were recognized. The status of the osteopathic 
profession under voluntary health insurance plans was re- 
viewed and the continued progress being made toward com- 
plete integration of the osteopathic profession under such 
plans throughout the country was examined. The problems 
which arise concerning the discriminatory operation of public 
hospitals in some areas of the country were carefully analyzed. 
The different types of public hospital laws and the effects of 
the differences in such laws upon the right of physicians to 
use such institutions were enumerated. A new policy regarding 
the use of public hospitals by all licensed physicians was 
adopted and will be submitted to the Board of Trustees for its 
approval. The recognition given to osteopathic education by 
state licensing bodies and other governmental agencies was 
emphasized. The changes in laws and regulations in regard 
to preprofessional educational requirements for licensure and 
their effect upon the profession were discussed. The various 
-ypes of supplemental health laws which have increased in 
number so greatly during the past 5 and 10 years were 
reviewed to see if any new trends or changes of interest 
to the profession were occurring. 

In the main, however, the Bureau was concerned at this 
meeting with the development of public education on health 


programs at the divisional society level. In some states, the 
Bureau, at the request of the’ divisional societies, has offered 
its personal assistance in the organization of the public health 
programs and in the outlining of the objectives which properly 
come within the scope of such a program. Some of the divi- 
sional societies with few members and in whose areas the 
laws are limited have benefited from the close contacts that 
have developed within the last year between them and the 
Bureau in an effort to stimulate and expand the public health 
activities of the profession. The Bureau has always empha- 
sized the importance of active and alert public education on 
health programs in all the states. The movement of osteopathic 
physicians from state to state depending upon the health 
needs of the people demands that the public education on 
health programs throughout the country be equivalent. The 
Bureau has, as one of its responsibilities, the elimination and 
prevention of restrictions and impediments which prevent 
licensed osteopathic physicians from being able to participate 
fully in the public health programs of all states. A. physician 
in this modern day no longer knows in what state he will 
practice the rest of his years. Changing economic and social 
conditions have resulted in a shifting of population areas in 
the country and, as a result, areas in which osteopathic 
physicians some time ago were few in number now have 
greatly increased need for such doctors. The Bureau of 
Public Education on Health has, therefore, the heavy responsi- 
bility of organizing and developing a uniform and progressive 
public health program for the osteopathic profession through- 
out the nation. This program has during the past year been 
particularly stimulated by the earnest cooperation of some 
divisional societies which have not in the past been active 
in the public education on health field. These societies now 
recognize the mutual interests of the national and state organi- 
zations in promoting the welfare and health of the public. The 
future of osteopathic education and practice rests upon the ac- 
tivities of such public education on health programs because only 
through them can the osteopathic profession be assured of 
being able to make the maximum contribution to the betterment 
of the nation’s health of which it is capable and which it is 
anxious to make. 


COMMITTEE ON CHRISTMAS SEALS 
STEPHEN M. PUGH, D.O. 
Chairman 
Everett, Wash. 


The design of the 1952 Christmas Seal has been chosen 
and is now in production. It is from the studio of James 
Madison, Chicago artist who makes seal drawings his specialty. 

The focal point of the 1952 design is the Christmas star, 
in yellow and white against a Christmas-red background. From 
the star a powerful white ray carries across the seal to the 
symbolized drawing of a microscope, circled by the words, 
“Research—Education.” The year and word “Osteopathy” 
complete the message. 

The style of the seal is modern, inspired, according to 
the artist, by the Central office building design, but its appeal 
is as old as the campaign itself. It asks that the generosity 
of the season of the Star be made to shed its fullness on the 
work of osteopathic education and research. 

The Committee is to have a booth at the Atlantic City 
convention. Everyone is urged to visit it. 
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